





Martin — Diabetes Mellitus: tianabect 


A New Book—Just Ready! Written specifically for the nurse, this 
concise book presents a thorough picture of all phases of diabetes— 
including historical background, prognosis, complications, advances in 
the field, patient education, etc. Emphasis throughout is on nursing care— 
not only in the hospital, but in the home, physician’s office, clinic, school, 
nursing home, in public health and industry. Scope is sufficiently broad 
to interest all types of nurses. The author stresses the nurse’s role in the 
prevention and early diagnosis of diabetes, in caring for and instructing 
the patient. Pertinent information is included on: exchange diets— 
sample menus—diabetes in children—pregnancy and the diabetic—oral 
hypoglycemic compounds in treating diabetes—etc. 

By MARGUERITE M. MartTIN, R.N. About 126 pages, illustrated. About $3.50. New—Just Ready! 


Their Nursing Care 


Geddes—Pr emature Babies: and Management 


A New Book! Instructors, students and practicing nurses alike will 
welcome this little text. Designed to be used in conjunction with prac- 
tical training in the premature nursery, it gives a clear picture of the 
premature infant’s physiology and the importance the physician attaches 
to deviations from normal behavior. The author explains how early 
diagnosis of abnormalities by the physician is extremely difficult without 
the skilled observations of the nurse. He describes the problems involved 
from the “first breath” until the premature infant is able to lead a 
normal home life. Sound advice is given on: emergency management of 
cyanosis; gavage feeding; follow-up of the infant; etc. 


By A. K. Geppes, M.D., Associate Professor, Pediatrics, McGill University; Physician, Montreal 
Children’s Hospital; formerly Pediatrician-in-chief, Royal Victoria Hospital, Montreal. 215 pages, 
illustrated. $4.50. New! 


McClain-Simplified Arithmetic for Nurses 


New (2nd) Edition! Emphasis in this practical manual is placed 
on the application of elementary arithmetic to pharmacology. The 
author sets forth a series of drills—offering a method of solution for 
each arithmetic problem to confront the nurse. Ample practice prob- 
lems are provided. Help is given on finding: doses when tablets are 
divided—amount of insulin solution to use for a.specified number 
of units—ratio strength—etc. Many new questions have been added 
for this edition; the older ones rewritten for greater clarity. A new 
pediatric dosage section includes the method of calculating dosage 
by considering the child’s weight. 


By M. EstHER McCLAIN, R.N., M.S., Instructor, Providence Hospital School of Nursing, 
Detroit. 150 pages, illustrated. $2.00. New (2nd) Edition! 


Brownell and Culver-The Practical Nurse 


New (5th) Edition! Virtually a new book, this text gives com- 
plete coverage to the role, functions and responsibilities of the prac- 
tical nurse. Stressing the know-how of good nursing care, the authors 
clearly discuss basic principles of body structure and function, preven- 
tion and control of disease, nutrition in health and illness, admin- 
istration and action of drugs. Nursing at home, in emergencies, and in 
disasters is fully considered. You will value the positive progression 
of material from normal to abnormal; from simple to complex; from 
health to illness; and from preventive to curative measures. 


By KATHRYN OSMOND BROWNELL, R.N., B.S., Member of Committee, Brooklyn YWCA, 
School of Practical Nursing; and VivyIAN M. CuLver, R.N., B.Ed.,M.Ed., Executive Secre- 
tary and Educational Consultant, North Carolina Board of Nursing Registration and Nursing 
Education. (Formerly Brownell’s Practical Nursing). 899 pages, with 102 illustrations. $6.00. 

New (5th) Edition! 
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Please send me the following books: 
() Remittance Enclosed [j C.O.D. 


(] Martin’s Diabetes Mellitus, About 
$3.50. (Send C.O.D. when ready) 


Geddes’ Premature Babies, $4.50. 
McClain’s Simplified Arithmetic, 
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Brownell & Culver’s The Practical 
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IN THIS ISSUE 


COVER: Standing before the statue of 
Jane A. Delano are Miss Barbara Se- 
basky and Miss Marie Riepenhoff. Their 
“Mission of Mercy” (page 13) is made 
in conjunction with teams of doctors and 
nurses from Red Cross societies- sent to 
Morocco to care for 10,000 victims of 
paralysis. These two nurses have been 
sent to Morocco by the American Red 
Cross on a three to six months assign- 
ment. 


The coauthors of “The Team Conference,” page 9, compose the Group 
for Research and Promotion of Team Nursing at the Veterans Adminis- 
tration Hospital in East Orange, New Jersey. They are M. Marian Wood, 
B.A., M.A., assistant chief, Nursing Education, and nurse personnel stand- 
ards specialist; Carmella Chellino, head nurse on a medical ward; Helen 
Beltran, B.S.N., head nurse on an active tuberculosis ward; Elizabeth 
Larson, head nurse on an acute neurological ward; Margaret Rosser, B.S., 
instructor at the Veterans Administration Hospital; Barbara A. Shaw, 
B.S.N., member of the nursing staff at the VA Hospital; and Wilma C. 
Tatum, head nurse on a psychiatric ward. 


Edward J. Thoms, A.B., is the author of “Progressive Patient Care: Part 
II” (page 11), the second of two articles on this subject. Mr. Thoms has 
been assistant to the Director of Professional Services to Patients at the 
Vanderbilt Clinic; assistant to the Dean of the College of Physicians & 
Surgeons Medical School, Columbia University; hospital consultant at 
Women’s Hospital, Baltimore, Riverside Hospital, Toledo, and Missouri 
Baptist Hospital, St. Louis. He is now administrator of The Manchester 
Memorial Hospital, Connecticut, and special consultant to the Division of 
Medical and Hospital Facilities of the U.S. Public Health Services. 


Shirley Hope Alperin, R.N., describes the activities of “The Maternity 
Center Association,” on page 14. After graduating from Beth Israel Hos- 
pital School of Nursing, Boston, Massachusetts, the author travelled from 
Maine to Miami as camp nurse, surgical nurse, and private duty nurse. 
Besides her regular column—“Nursing—As Others See It”’—which appears 
each month in Nursing World, she has written extensively on subjects of 
general interest for this magazine. 


Jean Hayter, B.S., M.A., is the author of “Reassure 
the Patient,” which appears on page 21. Miss Hayter 
received her B.S. in nursing from Medical College 
of Virginia, Richmond, Virginia, and her M.A. in 
nursing education from Teachers College, Columbia 
University. She has completed more than a year’s 
work toward a doctor of education degree at Co- 
lumbia and is at present associate professor of nurs- 
ing at Medical College of Virginia. Her article 
discusses the fact that too often nurses fail to com- 
municate reassurance to patients and points out the 
reasons and suggests several remedies for this failure. 


Jean Hayter 


Joanne K. Collins, R.N., B.S., discusses “Care of 
the Colostomy Patient,” page 24. The author had 
her basic nurse’s education at The Toledo Hospital 
School of Nursing and worked on the faculty of the 
Hospital as assistant nursing arts instructor while 
studying toward a nursing degree at the University 
of Toledo. In 1956 she was awarded an educational 
leave and scholarship from the hospital to finish 
her degree at Western Reserve University, Frances 
Payne Bolton School of Nursing, in the graduate 
program in general nursing. Miss Collins received 
her B.S. from the latter in 1958 and is at present clinical instructor in 
surgical nursing at The Toledo Hospital School of Nursing. 


Joanne K. Collins 





EDITORIAL BOARD 


NURSING EDUCATION 


Lulu Wolf Hassenplug, R.N., Dean, University of 
California School of Nursing. 


Henrietta Loughran, R.N., Dean, University of 
Colorado School of Nursing. 


Elsie Palmer, R.NN., Assistant Director, Nursing 
Education and Nursing Service, City of New 
York, Department of Hospitals. 


NURSING SERVICE 


Harriet M. Smith, R.N., Assistant Professor, Univer- 
sity of Washington School of Nursing. 


CLINICAL NURSING 


Trude Aufhauser, R.N., Assistant Professor of Pediat- 
ric Nursing, New York Hospital-Cornell Medical 
Center, New York City. 


Margaret Blee, R.N., Associate Professor of Public 
Health, University of North Carolina. 


Lillian Sholtis Brunner, R.N., Consultant in Medi- 
cal and Surgical Nursing, Bryn Mawr Hospital, Pa. 


Annie Laurie Crawford, R.N., Psychiatric Nursing 
Consultant, Florida State Board of Health, Jack- 
sonville, Plu. 


Lena Dixon Dietz, R.N., Clinical Instructor, Medical 
and Surgical Nursing, Michael Reese Hospital, 
Chicago, Ill. 


Anna V. Matz, R.NN. ,Public Health Nursing Con- 
sultant, New York City Department of Health. 


Theresa G. Muller, R.N., M.A., Director of Nurses, 
Sheppard and Enoch Pratt Hospital, Towson, Md. 


Mary Mesecher, R.N., Executive Secretary, 8rd Dis- 
trict, Minnesota Nurses Association. 


Donald E. Porter, R.N., Executive Director, Alameda 
(Calif.) County Heart Association. 


Dorothy W. Rostetter, R.N., Vice-Chairman Private 
Duty Section, District No. 13, N. Y. 
INDUSTRIAL NURSING 

Catherine R. Dempsey, R.N., Head Nurse Medical 


Department, Simplex Wire & Cable Company, Cam- 
bridge, Mass. 


Mildred Dunn Thomas, R.N., Supervisor, Nursing 
Service, Merck & Company, Rahway, N. J. 


Hazel H. Leedke, R.N., Supervising Nurse, Thilmany 
Pulp and Paper Corporation, Kaukauna, Wis. 


Joanna M. Johnson, R.N., Director Green Bay Vis- 
iting Nurse Association, Green Bay, Wis. 


Marion S. Mayne, R.N., Consultant, Industrial Hy- 
giene Division, Los Angeles County Health Depart- 
ment, Calif. 


O. F. Shook, M.D., Medical Director, Owens Illinois 
Glass Company, Toledo, Ohio. 


Mildred I. Walker, R.N., Senior Consultant, Indus- 
trial Health Division, Department of National 
Health, Canada, 


PRACTICAL NURSING 


Elisabeth C. Phillips, R.N., Executive Director, Vis- 
iting Nurses’ Association, Rochester, N. Y., Chair- 
man. 


Margaret Baird. 


Edwina G. Barnett, Director, Colored Nurses Asso- 
ciation of Virginia. 


Fern A. Goulding, R.NN., Director, Indianapolis, Ind., 
School of Practical Nursing. 


Madeline G. Kalin, Second Vice-President of the 
NFLPN. 

Lulu A. Snow, Licensed Practical Nurse. 

Jean E. Sutherland, R.N., Nursing Consultant, 


Counseling and Placement, New York State Em- 
ployment Service. 


Ella M. Thompson, R.N., Associate Executive Direc- 
tor, National Association for Practical Nurse 
Education. 


Amy Vigilione, R.N., Associate Director, Nursing 
Service, Kellogg Foundation, Battle Creek, Mich. 


Arthur B. Wrigley, State Supervisor, Trade and In- 
dustrial Education, Department of Education, N. J. 








NURSING WORLD 





Army N 
Dawley, 
Assistan 
Corps. § 








Education 


Associate Degree Program—Beginning 
September 1960 the Dutchess Com- 
munity College will offer the first As- 
sociate Degree Program in Nursing in 
Dutchess County. This program calls 
for intensive training on the college 
campus and in clinical experiences at 
co-operating local hospitals over a two- 
year period. Upon completion of the 
program students are eligible to take 
state board examination for their reg- 
istered nursing license. 


Research—Two teams of researchers 
with a nurse and an accountant on each 
team are currently travelling across the 
United States for the NLN Study on 
Cost of Nursing Education. The teams 
are advising schools of nursing on how 
to obtain data pertaining to the cost 
of nursing education. Figures are com- 
piled on the expenditures of an insti- 
tution for one fiscal year and a per- 
centage of costs is allocated to nursing 
education. When the indirect costs—ad- 
ministration, dietary—are added to di- 
rect expenses—salaries and supplies— 
the total cost of nursing education is 
obtained. 


Accreditation—The four-year baccalau- 
reate program of the Duke University 
School of Nursing has been accredited 
by the National League for Nursing. 
Accreditation was granted after review 
of materials submitted by the School 
of Nursing, a week-long visit by a 
three-member team representing the 
League, and discussion with officials of 
the school. Headed by Dean Jacaban- 
sky since 1955, the School of Nursing 
has an enrollment of 300 students 
working toward the B.S. in Nursing. 


Progress and Developments 


Economic Security—-The New York 
Career and Salary Appeals Board rec- 
ommended a two-step increase in sal- 
ary for all professional nursing titles in 
the Departments of Health and Hos- 
pitals. This came as the result of the 
careful preparation and presentation of 
arguments by NYSNA in co-operation 
with local metropolitan districts. Sup- 
port of the pending salary appeals was 
urged at the Convention of the N.Y.C. 
Federation of Women’s Clubs. 
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REPORTS 


Men in Nursing—Men are playing an 
increasingly important part in profes- 
sional nursing care in Veterans Admin- 
istration hospitals. Of the VA’s 170 
hospitals, 124 employ a total of about 
500 men, 125 of whom are in key po- 
sitions in nursing education and admin- 
istration. 


NHC Membership—Three more nation- 
al organizations were voted into mem- 
bership in the National Health Council 
at the close of 1959. Dr. Ruth B. Free- 
man, president of the Council, an- 
nounced that the new members are: 
American Nursing Home Association, 
Blue Cross Association, and Society of 
Public Health Educators. 


Scholarship, Grants 


TB Nursing Scholarships—The Eight 
and Forty Tuberculosis Nursing Schol- 
arship Fund is open for applications. 
Nurses seeking advanced preparation 
for positions in supervision, administra- 
tion, or teaching related to TB control 
may obtain forms by writing to the 
American Legion Educstion and Schol- 
arship Committee, Box 1055, Indian- 
apolis 6, Ind. The awards of $1,000 
each will be made by a committee of 
NLN members. Application deadline 
for the 1960-61 school year is June 1, 
1960. 


Kellogg Grant—A grant of $20,350 
from the W. K. Kellogg Foundation for 
implementation of the Associate Degree 
Program in Nursing which begins at 
Dutchess Community College in Sep- 
tember 1960 was received early in 
January. Dr. James F. Hall, president 
of the College, said that the grant will 
be used to employ nursing faculty and 
to offset expenses incurred during or- 
ganization of the new program. The 
program was designed to provide ad- 
ditional educational facilities for prep- 
aration leading to state licensure and 
registration and to draw into nursing 
candidates who had not been attracted 
to existing educational programs. The 
Kellogg Foundation is aiding this ap- 
proach by commitments to institutions 
and agencies in four key states of the 
East, South, Southwest, and Far West. 
During the next five years funds total- 
ing $1,795,000 will help launch Junior 
and Community College education for 
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Specialized Training—Two grants to- 
taling $48,000 have been awarded Bos- 
ton University School of Nursing for 
specialized student training. One grant 
of $12,000 was received from the U.S, 
Public Health Service to provide four 
traineeships in Public Health Nursing, 
The second grant, from the U.S. Chil 
dren’s Bureau, will finance an advanced 
course in Maternity and Pediatric Nurs- 
ing, to be distributed in the form of 
six Nursing Fellowships and in aid for 
the Maternity and Pediatric Nursing 
and the Nursery School Education pro- 
grams at the School of Nursing. 
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Appointment and Resignation 


New Coordinator—President James F, 
Hall of Dutchess Community College 
announced the appointment of Mrs. 
Helen H. Burnside as Coordinator of 
the Associate Degree Program in Nurs 
ing. Mrs. Burnside attended Barnard 
College and Columbia Presbyterian 
Hospital School of Nursing and re 
ceived her B.S. from Simmons Col 
lege. She continued her studies at 
Teachers College, Columbia University, 
where she received her Masters Degree. 
She has been instructor at the N.Y. City 
YWCA and in the U.S. Navy. In 1954 
she assumed an instructor’s position at 
the Henry Ford Community College 
which had instituted an Associate 
Degree Program in Nursing similar to 
the one she will direct at Dutchess 
Community College. 
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Nurse Board Secretary Resigns—Mary 
Ellen Manley has resigned as Secretary 
of the Board of Examiners of Nurses 
She has a B.S. and an M.A. from 
Teachers College, Columbia Univer 
sity, and experience as a head nursefiter, New © 
instructor in clinical nursing, publieiijunction y 
health staff nurse, superintendent offConference 
nurses, and director of the former Offby the Ind 
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research in nursing in New York stat 
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cation Department. 













Army Nurse Corps — Major Harriet A. 
Dawley, ANC, was recently appointed 
Assistant Chief of the Army Nurse 
Corps. She will also serve as Assistant 
Chief of the Nursing Division in the 
Army Surgeon General’s Office, Wash- 
ington, D. C. The Major replaces 
Colonel Margaret Harper, who is now 
Chief of the Army Nurse Corps. 

Major Dawley was stationed in the 
Panama Canal Zone from 1941 to 1945 
and in Japan from 1945 to 1947. She 
completed the Hospital Administration 
Course in 1947 and the Officer Ad- 
vanced Course in 1949. In 1951 she re- 
ceived a B.S. in Nursing Education and 
has recently completed requirements for 
an M.A. in the same field at Columbia 
University Teachers College. 
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Meetings 


Control of Infections—The problem of 
the control of infections was the main 
concern of approximately 300 operat- 
ing room nurses who met recently in 
Chicago for a two-day Institute. The 
Institute was sponsored by the Con- 
ference Group for Operating ‘Room 
Nurses of the American Nurse’s Asso- 
ciation. Dr. Bashe of the Ohio De- 
partment of Health and Evelyn J. 
Owens, R.N., Operating Room Super- 
visor of Wesley Memorial Hospital, 
urged the importance of aseptic tech- 
niques and removal of personnel in- 
fected by staphylococcus. The Insti- 
tute is the first in a series of regional 
institutes planned to assist professional 
nurses with improvement of clinical 
practice. 
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Convention—The Illinois N ursing Home 
Association is holding its annual state 
convention at the Wagon Wheel Lodge, 
Rockton, Illinois, on April 26-29, 1960. 
The convention theme will be “Build- 
ing for the Future.” 


Annual Congress—St. John’s Univer- 
sity’s Fourth Annual Congress for 
Nurses will be held on May 26, 1960, 
at the University campus in Jamaica, 
New York. “Nursing: Forward in the 
Community” will be the chief topic of 
-Maryfidiscussion. 
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AAIN Conference—The American As- 
sociation of Industrial Nurses will hold 
its 18th Annual Conference in Roches- 
ter, New York, April 26-28, in con- 
junction with the Industrial Health 
Conference, which is jointly sponsored 
by the Industrial Medical Association, 
merican Industrial Hygiene Associa- 
tion, American Conference of Govern- 
















s thalfmental Industrial Hygienists, and the 
g” foffAmerican Association of Industrial 
< state@entists. This year the theme will be 
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be obtained from the AAIN, 170 E. 61 
St., New York 21, N. Y. 


Achievements in Nursing 


Lady General—Major General Mai-yu 
Chow, the only woman in Nationalist 
China ever to receive a major general’s 
star, visited Colonel Margaret Harper, 
Chief of the Army Nurse Corps. The 
purpose of her visit was to discuss 
nursing practices and to learn more 
about U.S. military nursing methods. 
General Chow next toured Walter Reed 
Army Medical Center. She is Dean of 
Nursing at the National Defense Med- 
ical Center in Taipei, Taiwan. Cur- 
rently on a six-month travel fellowship 
under the auspices of the China Med- 
ical Board of New York, Gen. Chow 
is a leader in the Taiwan nursing world 
and one of the most distinguished mem- 
bers of her profession in the Far East. 


First Prize—Mrs. Anna M. Paquette, a 
licensed practical nurse employed in 
the Houghton County (Michigan) Hos- 
pital, won first prize in a national writ- 
ing contest sponsored by the National 
Association for Practical Nurse Educa- 
tion and Service. The winning essay 
and award of $500 resulted from a con- 
test in which 445 entries were sub- 
mitted by practical nurses from all 
over the nation. 


More Volunteer Work—Treatment of 
mental patients through companionship 
with college students is one of the new 
therapies utilized at the Topeka Kansas 
Veterans Administration hospital. Ten 


Washburn University students are 
participating. Each spends about two 
hours per week with the patient as- 
signed. 

Dr. R. G. St. Pierre, hospital man- 
ager, feels that patients derive great 
benefit from this companionship and 
from taking part in various activities 
with youthful, vigorous, and interested 
persons. 


Is There a Doctor on the Slope? — The 
Medical Division of the Olympic Or- 
ganizing Committee, under the direc- 
tion of Dr. William W. Stiles, Professor 
of Public Health at the University of 
California, has mustered a volunteer 
army of doctors, nurses, technicians, 
therapists, and public health personnel 
to service the VIII Olympic Games at 

Squaw Valley, February 18-28, 1960. 
Besides rendering medical service, 
the Medical Division will make sure 
that the Olympic Area meets the highest 
standards of sanitation in its food sup- 
ply, water supply, housing, and sewage 
disposal. ; 
Facilities will include a 28-bed emer- 
gency hospital, five medical aid stations 
(continued on page 31) 
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\HE ROLE of the R.N. as a nuclear 
TI nurse is vividly depicted in an arti- 
cle, “Nuclear Nurses Learn To Tame 
the Atom,” which appeared in the De- 
cember 1959 issue of Today's Health. 
Author William McGaffin believes that 
the coming of the atom has presented 
a “double-barrelled challenge” to the 
nursing profession. 


Nuclear Nursing 


According to the article, a four-month 
course in nuclear nursing is conducted 
annually at the National Naval Medical 
Center just outside of Bethesda, Mary- 
land. Here, in one of the wings of the 
hospital taken over by the Naval Medi- 
cal School, registered _ professional 
nurses are trained in the nuclear pro- 
gram. RN’s enrolled in the course have 
their baccalaureate degree as well as 
an “optimum background” in the basic 
sciences, 

Lieutenant Commander Lenore Si- 
mon, N.C., USN, who is head of the 
division of nuclear nursing in the medi- 
cal school, believes that this intensive 
nursing program is the first one of its 
type in the world. “The Army gives 
a short course in mass casualty manage- 
ment,” she comments. “But we go after 
both aspects of the atom—the servant 
and the tyrant.” 

Author McGaffin reports that during 
the first eight weeks of their training 
the nurses study seven basic sciences, 
including mathematics, statistics, phys- 
ics, radiation safety, nuclear physics, 
biochemistry, and radiobiology. These 
courses are followed by an eight-week 
clinical laboratory period which consists 
of lectures and lab work. 

During the program, the nuclear 
nurse wears two types of measuring de- 
vice as a protection against radiation. 
A smal] square of X-ray film called a 
“film badge” is pinned to her uniform. 
Every two to four weeks the film is de- 
veloped to determine the amount of ex- 
posure she has had during this period. 

Another device, called a “dosimeter” 
and resembling a fountain pen, is worn 
just inside the breast pocket. When 
holding the dosimeter up to the light, 
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the nurse can observe through a gauge 
the extent of radiation to which she has 
been exposed. 

The article points out that as a medi- 
cal agent the atom creates certain prob- 
lems among the medical staff. Queried 
about this, Captain F. R. King, director 
of the nuclear medicine department and 
chief of radiobiology, commented that 
nurses did not know how to relate to 
patients who receive radioisotope ther- 
apy. “Then there was the apprehension 
of the patient himself,” declared Cap- 
tain King. “He would often get worried, 
although there usually was no cause for 
alarm, and it would make his case worse 
than it was. Nurses must know how to 
talk to patients who have cancer. . . .” 
Captain King stated that the nature of 
the treatment should be explained clear- 
ly to patients. He emphasized telling 
them the truth and “convince them that 
you are doing so.” 

In utilizing the atom as a medical 
aid, nurses assist the doctors in various 
diagnostic studies. The article mentions 
that during the course, they are given 
the opportunity to work with the Posi- 
torn Scintiscanner, a rare new machine 
used in localizing brain tumors. RN’s 
also become familiar with the cobalt- 
bomb therapy unit as well as with the 
Van de Graaff teletherapy unit, a ma- 
chine similar to the one used in treating 
the late Secretary of State Dulles. 


Disaster Casualty Management 


A program in disaster casualty man- 
agement is provided for the nuclear 
nurses shortly before the four-month 
course is terminated. Should the atom 
become a destructive agent, author 
McGaffin cites the two possible dangers 
for which the students are being trained. 
One is a peacetime nuclear accident 
and the other a nuclear attack on the 
United States. He points out that in the 
event of a disaster, nurses will have to 
cope with greater responsibilities than 
in a normal medical situation where the 
services of a physician are usually 
available. 

The article graphically describes the 
grim duties of the R.N. should a nuclear 
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by SHIRLEY HOPE ALPERIN, R.N. 








attack occur. Her initial chore, it state: 
will be to determine the center of th 
nuclear explosion—the site of the hea 
est radioactivity. “Following this ded 
sion, medical help can move into th 
peripheral areas and set up treatmen 
centers where the salvage of life 
be possible,” comments Mr. McGaff 

During their training in disaster cz 
ualty management the nurses don ba 
dress and take their detection inst 
ments into a nearby field where ther 
are simulated casualties (navy me 
serve as volunteers). Realistic-type 
wounds and burns are depicted on 
moulage for the volunteer patien 
The job of the nuclear nurse is to diag 
nose the injury and apply the prope 
treatment. In certain instances wher 
plasma or blood is required, she goe 
through the motions of transfusing the 
patient. After applying treatment, sh¢ 
records everything on a ticket tied ty 
the victim. The purpose of this pro 
cedure is to orient the physician to the 
care administered following an atomi 
explosion. During their field experience 
nurses are graded on their skill by « 
team of judges. 
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Atom Therapy 


Although the disaster casualty man 
agement program is an important pa 
of their training program, the nucle 















nurses learn primarily the therapeutij AN 
aspects of the atom in its use as a med: h 
cal agent. concept 
Mentioned also in the article is thé Their st 
considerable publicity devoted to radie a direct 
active fallout occurring during peaceg Mt Pr 
time. Author McGaffin reports that tha 38 Inst 
confusion resulting from conflicting guidance 
ports of the experts in the field of fallg @ton o 
out is strongly lamented by Lt. Comg€ 3S ¢ 
mander Simon. One of her colleagueg ™e as _ 
remarked that some people are relua “4! wes 
tant to submit to X-ray examinationg "Se ¢ 
Paraphrasing Miss Simon’s opinions 6 phases ¢ 
this subject, Mr. McGaffin concludes th In de 
December article: “When the use og “tention 
conferen 





X-ray to diagnose a serious disease 1 
indicated, obviously this is more im 
portant than any fear of over-radiatia 
which may be groundless anyway.” 
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IN ACTION: The authors of this article (left to right): Mrs. Margaret Rosser, B.S.; Miss Carmella Chellino; Miss Barbara 
Shaw, B.S.N.; Mrs. M. Marian Wood, B.A., M.A.; Elizabeth Larson; Miss Wilma C. Tatum; Mrs. Helen Beltran, B.S.N. 


THE TEAM CONFERENCE 


The team conference provides an opportunity for nurses to vitalize and 
individualize the care of patients assigned to their team. This article— 


the first in a series of three—is intended as a guide to help the 


nurse when she first begins to hold team conferences. 
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ANY NURSES need assistance to 
help them develop team nursing 
concepts and team leadership skills. 
B Their success as team leaders will have 
adirect relationship to the staff develop- 
ment programs provided by the employ- 
ing institution. The nurse will need the 
ting reg Suidance of her head nurse in the appli- 
+ of fallg Cation of team nursing techniques until 
t. Com she is comfortable and effective in her 
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Hleagueg "le as a team leader. It may take sev- 
e sa eral weeks before the newly appointed 
inationsg UNSe can perform proficiently in all 
rions of Phases of team nursing. 

ialaes In developing team leaders concerted 





- use & Mention needs to be given to the team 
isease fi conference. Some instruction in group 
‘ore imp’ynamics and conference technique 
adiatiom ould be given. Observing team con- 
av.” perences is a means for making the 
purposes realistic. A guide may give the 
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nurse a sense of security and help her 
when she first begins to hold team con- 
ferences. The following material has 
been composed for use as a guide for 
nurses at the Veterans Administration 
Hospital in East Orange, New Jersey. 


Values of the Conference 


The team conference is an integral 
part of team nursing. As an activity of 
team nursing it provides an opportunity 
for the team to vitalize and individual- 
ize the care of patients assigned to the 
team. By conferring together the group 
has an opportunity to blend their rela- 
tionships and unify their objectives. 

The conference affords the team an 
opportunity to maintain the quality of 
unity. The team members will work to- 
gether during the tour of duty with the 







assistance, guidance, and direction of 
the team leader. However, sitting and 
talking together harmonizes the team 
into an integrated working group. 

An important function of the team 
conference is to help prepare the team 
to assume its day-to-day responsibilities 
and serve as a growth and development 
session for the participants. One way 
this is accomplished is by evaluating 
patient care activities. The working out 
of solutions from team members to team 
leader, from team leader to team mem- 
ber, and from team members to team 
member is helpful and _ informative. 
These communications are reported ob- 
servations, information, evaluations, 


questions, and answers. The nature of 
the association provides the team leader 
an opportunity for appraising the needs 
of the group and the individual mem- 


bers and for meeting some of these 
needs through teaching. 
One of the outstanding features of : if 7 : 
the team conference is that it provides He Bat i ' +t edd tc 
a setting which favors planning. Indi- ? : + 


vidual nursing care plans can be formu- 
lated; these include the initiation of 
plans for newly admitted patients and 
the revision of existing plans for other 
patients. The leader uses suggestions 
and ideas derived from discussion and 
consultation with the members. The 
session is used as a cooperative planning 
period for the next day’s assignment. 
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The team leader makes certain prep- 
arations for the conference in order to 
provide a state of readiness and to save 
time. She makes time in her personal 
work schedule for preparing the next : > NE 
day’s assignment. The time and place, j “ O*: 
whenever possible, are projected in ad- . 


Special 
Faciliti 


The team leader makes preparations for the conference. Whenever possible, ti 


vance. and all team members are so and place are arranged in advance so that team members can plan their own wo tors tre 
p ’ ‘ patient. 


informed and thus provided an oppor- —— 
tunity to plan their own work for prompt 4. Help members to clarify problems dual assignments are clearly under Slowed 
attendance. Other items which need encountered, work out possible solu- stood. Promote next day’s assignment} 
attention are: tions, and select the best course of throughout review by stimulating inter 
1. Have Kardex, pencil, paper, and action. est. 
the current day’s assignment at hand; 5. Give recognition and encourage- 10. Close by briefly summarizing thé 
2. arrange chairs so that all members ment as merited in order to bring out accomplishments of the conference. 
of the group can see and hear without the maximum creative potential of the 11. Terminate on a pleasing note. 
difficulty; 3. confer with head nurse individual members. 
just prior to convening; 4. formulate a 6. Review special duties. 
tentative plan of procedure. 7. Give attention to factors necessary 
The team conference is essentially a to favorable ward environment: This article has compiled briefly the 
discussion and planning period. Con- a. Equipment and supplies. elements of the team conference. It ij 
ference or group dynamic techniques b. Ward sanitation and cleanliness. a summary of essential information 
rather than reporting techniques are c. Hospital policy. The intent is to provide a guide for th 
used by the leader, The conference is d. Maintenance. nurse who is inexperienced in conduct 
group-centered rather than leader-cen- e. Other. ing team conferences and is useful 
tered. 8. Present and discuss new patient(s) a supplement to staff development pro 
The team leader promotes a setting with team members, using available in- grams directed toward conference lead§ vce, 
of warmth and friendliness, displays formation to initiate nursing care plan. ership. In the April issue planning asfy. .4, 
confidence in the team members, keeps 9. Read and explain next day’s as- signments as a function of teamwork oa.. rk 
the discussion on the track, encourages signment, making certain that indivi- and leadership will be presented. Tiewes- 
everyone to speak, sees that everyone of he F 
listens, and stimulates a steady flow of The team conference is an integral part of team nursing. As an activity of tea dety of 
ideas and suggestions. The active parti- nursing, it gives the team the opportunity to vitalize their care of patien ‘ 
cipation of the leader is determined by ' ’ 
the needs of the group and the course : ; é ‘ f oh * alae | ie . 
of the conference. The following items : if SARGL © abe. ant. Convinc 
of procedure are offered as a guide to : \ Bat. a . , 
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change— 


Referri 


the team leader: involvem 
1. Make a few informal comments to ~ AL ‘ : ized ver 
help the group settle inco conference. “$: leslie S$ 


2. Initiate the conference by opening Spe | A which or 

the discussion to members: + 2 attempt | 

a. Reports on day’s assignment. . coura gins 

b. Difficulties encountered. : .” instead o 

c. Observations made. . made opi 

d. Suggestions, ideas, and evalua- i There 

tions. ' considere 

3. Give continuous attention to nurs- ior a gi 

ing care cards, revising and formulating jpay grou 

nursing care plans from the ideas and “Vwould wz 

suggestions which have ensued after : Alize for a 

discussion and consultation with the x Only the 
members. 
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by EDWARD J. THOMS, A.B. 


NE of the main charges leveled 

at modern medicine is that doc- 
tors treat the disease instead of the 
patient. They are too scientific. Pro- 
gressive patient care has once again 
alowed us to concentrate on the 
patient as an entity and treat each 
individual according to his medical 
needs. If we are going to return the 
art of medicine to its rightful place 
alongside scientific medicine, those of 
us responsible for the operation of our 
hospitals must provide an administra- 
tion that will maintain and safeguard 
the patient-physician relationship both 
within the hospital and without. Pro- 
gressive patient care’s contribution to 
the art of administration falls into four 
main categories. 

First let us consider the main tech- 
nique of overcoming resistance to 
change—which we have termed “con- 
vinceement by involvement”; second, 
the adapting of round pegs to round 
holes; third the relation of costs and 
charges; and fourth, the importance 
of the individual in this complex so- 
ciety of ours. 
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Convincement by Involvement 





Referring to the convincement by 
involvement technique, it is character- 
ied very well in the words of Sir 
Leslie Stephen: “The only way in 
which one human being can properly 
attempt to influence another is by en- 
couraging him to think for himself 
instead of endeavoring to instill ready- 
made opinions into his head.” 

There are at least two factors to be 
considered in estimating the chances 
MHfor a yiven idea being accepted by 
ay group or institution. First, one 
p¥ould want to know what the chances 
sae for any new idea being accepted. 
Only then can one begin to inquire 
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The second and last article on progressive patient care describes four elements 


1 and to its continued operation on a productive basis. 


Progresszve 


§ which are essential to the establishment of this new system of hospital care 


PATIENT CARE: 


Administrator, The Manchester Memorial Hospital, Connecticut, and 
# Special Consultant to the Division of Medical and Hospital 
iB Facilities of the U.S. Public Health Services 


about the probability of a specific idea 
winning its way. 

Any social institution will be tradi- 
tion-bound to some extent. Life has a 
way of flowing through grooves estab- 
lished through long experience—often 
simply because, after a period of trial 
and error, these grooves have been 
selected as the channels of least re- 
sistance. We leave our comfortable 
grooves only when we must. The 
history of mankind seems to indicate 
that the first change is always the 
hardest to accept. Once the force of 
inertia is broken, other changes follow 
more easily. If changes come at the 
hands of highly respected persons whose 
leadership is already accepted, that 
makes it easier too. Finally, most of 
us will accept changes more gracefully 
if we are consulted about it first—if we 
feel we are a willing participant and not 
merely a tool in the particular situation. 

Logically then we can expect new 
ideas to win acceptance in hospitals 
which are already in the process of 
change. Some hospitals of course are 
always open-minded in regard to 
change, eagerly seeking better methods 
and new approaches. They are proud 
to be known as progressive institutions. 
We can expect change to come grace- 
fully when it is introduced by a leader 
in whom the whole group has con- 
fidence, and we can expect it to win 
its way when all the people concerned 
are given a chance to participate in 
the planning and preparation of it. 
Of course changes may come about 
in other ways, but one is likely to en- 
counter more resistance, more difficulty 
in putting them through if the in- 
dividuals involved are not consulted. 

Assuming then that a given hospital 
is open to new ideas, how should one 
best go about introducing the concept 
of progressive patient care? Ideally it 
should be introduced by someone high 


PART II 


in the organization who has a back- 
ground of successful leadership. Since 
it will require strong support from 
trustees, administration, and medical 
staff, all these persons should be in- 
volved in the planning stages right 
from the beginning. Similarly, the 
nursing services are indispensible in 
the successful implementation of a pro- 
gressive patient care plan. The earlier 
the nurses’ ideas are incorporated into 
it, the better the chances are of their 
wholehearted acceptance. 


The Patient 


And what of the patients? It has been 
found that most patients will accept 
new ideas readily if these ideas are first 
presented to them by personal physi- 
cians. Most patients are “new” or at 
least strange to the hospital. The real 
shock lies in the first step, namely, de- 
ciding whether or not to come to the 
hospital at all. Once there, they usually 
continue to accept direction from the 
person who brought them there. He 
is the one to explain the new idea to 
the patient. 

Patients who have experienced the 
progressive patient care plan have re- 
marked that they feel promoted when 
they are transferred from critical, to 
intermediate, and finally to self-service 
units. Observation appears to indicate 
that such patients are less demanding 
than those in traditional care units. 
Every patient normally faces a series of 
psychological adjustments during a 
period of hospitalization. First he must 
accept a new concept of himself as a 
“sick man,” surrendering his own will 
and allowing others to make decisions 
for him. At this point he is in the 
“seriously ill” state, withdrawn and 
submissive. Later he must begin to 
slough off this dependent state, accept- 
ing “convalescent” status and gradually 
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reassuming responsibility for his own 
care. This second stage is that of inter- 
mediate care. Finally, of course, he 
must begin to see himself as a “well 
man” and prepare to return to the com- 
munity and to his normal responsibili- 
ties, which usually involve the welfare 
and comfort of others as well as himself. 
The patient in the home care program 
may extend this latter stage into a 
series of smaller steps, but in essence 
it remains the same. Similarly, a long- 
term patient may extend the second 
stage without basically altering the 
sequence outlined previously. 

The physical movement itself from 
nursing unit to nursing unit within 
the progressive patient care plan may 
act as a lubricant to these psychological 
adjustments. It symbolizes to all con- 
cerned—doctors, patients, nurses, and 
family—that the patient’s status is 
changing. At the same time it makes 
it much easier for the patient himself 
to outgrow his former dependency and 
take the next step forward. 


Round Pegs, Round Holes 


The second technique, that of adapt- 
ing of round pegs to round holes, was 
driven home to me by our local minister 
in a recent sermon. The theme of his 
sermon was “Personal Security,” and he 
used as one of his illustrations the fact 
that 50 per cent of the working popula- 
tion included men and women who were 
extremely unhappy in their occupations. 
This seems to me to be a real tragedy. 
It brought to my mind the symbol of 
round pegs in round holes and the 
importance of adapting it to our nurs- 
ing staff. 

Progressive patient care provides the 
opportunity of assigning a nurse to the 
type of work for which she is best 
fitted. This is of course beneficial to 
both nurse and patient. To expect a 
nurse to have the temperament to meet 
the physical and emotional needs of all 
patients on any one floor, whose illness- 
es vary from critical to convalescent, is 
an impossible demand. In spite of the 
fact that they are all supposedly trained 
and equipped to fill this demand, féw 
nurses are. Under progressive patient 
care a nurse geared to the challenge of 
the life and death tension found in 
a special care unit may welcome such 
an assignment. A nurse who enjoys 
teaching and enjoys being with people 
might be happier in a self-service unit. 
There are nurses who do not like the 
same routine day in and day out, who 
at one time would prefer an acutely ill 
patient, a rehabilitative patient at 
another, etc.; these nurses might like 
an assignment to an intermediate care 
unit. Then there are nurses who dislike 
change; they like to mother their 
patients and enjoy caring for the long- 
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term patient. These nurses certainly 
could find their niche in the continua- 
tion care unit. On the whole, the poten- 
tial of round pegs in round holes is an 
engaging idea worthy of study. 


Cost and Charges 


The third point concerns the relation 
of cost and charges. We are attempting 
to pursue the idea that cost and charges 
should be equal and that we should 
be able to pass on to each patient a 
proportionate share of the expense in- 
curred in his or her hospitalization. We 
should also be able to pass on actual 
agency costs, such as Blue Cross, Work- 
men’s Compensation, etc. An adequate 
appraisal of the results of this relation- 
ship of cost and charges will depend on 
two major factors. First and paramount 
is the time factor, which involves at 
least three to five years and, second, is 
the ability of Manchester Memorial 
Hospital to provide an adequate physi- 
cal plant to meet this new functional 
plan. To date, the major discovery is 
that we are in a better position to 
control our costs than we were in our 
traditional plan. Furthermore, there is 
no evidence to date that the cost either 
to the hospital or to the individual 
patient is any greater under the pro- 
gressive patient care system; on the con- 
trary, the preliminary evidence seems 
to indicate that this cost may be less 
in both cases. 

Enough nurses are concentrated in 
special care units so that private duty 
nurses are not necessary. The result 
is that daily costs to the patient may be 
reduced $50.00 or more. Private room 
costs for self-service patients can be 
scaled down too. At Manchester, some 
private rooms rent for $11.00 per day, 
others for $15.00, which is significantly 
lower than rates in most hospitals, 


The Individual 


Regarding the fourth point—namely, 
the importance of the individual in this 
complex society of ours—it seems to us 
that progressive patient care has pro- 
vided us with an esprit de corps which 
has permeated our entire organization. 
For example, our director of nursing 
and our executive housekeeper worked 
together to facilitate the movement of 
patients from one unit to the other to 
the extent of designing between them- 
selves a very simple muslin garment 
bag for the patients’ clothing, which 
has greatly reduced clothing losses and 
has made it much easier to transfer 
patients. Our dietitian has produced a 
device which she has called “Dial Your 
Diet,” which is contributing a great 
deal to her ability to teach ambulatory 
patients how to handle their special 
diets. 













Another illustration to emphasize the 
importance of the individual is the 
satisfactory communication system, the 
value of which was not obvious to us 
in the very beginning. As a matter of 
fact one of the ‘doctors had to keep 
pointing out to me the potential prob. 
lem we had in this area, because doc- 
tors and other members of the staff had 
to be kept informed to what units the 
patients had been transferred. Once it 
became apparent that something had 
to be done about communications, 
arrangements were made with the 
School of Business of the University 
of Connecticut to accept our problem 
as a research project for the motion 
and time-study laboratory. In develop. 
ing our new system certain administra. 
tive specifications were considered: 

1. The system must operate on a 24 
hour, 7-day week basis. 

2. No additional personnel can bg 
hired. 

3. No professional staff member c 
be assigned routine activities associated 
with the communication flow. 

4. Operating control of departmen 
must remain vested in departmen 
heads. 

Following these specifications __fiv 
months of effort was put into this stud) 
by our University consultants. Althou 

our consultants assumed the respon 
sibility for this work, hospital depart 
ment heads participated individual 
through interviews and _ collectivel) 
through group discussions. Group in 
terest and cooperation were neither in 
stantaneous nor unanimous. At firsj 
some members of the hospital staff were 
subtly unco-operative. However, by the 
time the preliminary proposal was made 
the project had secured the intere 

support, and enthusiasm of everyon 
The attainment of these original spe 

ifications, with a satisfactory comm 

nication system, is a tribute to the in 
dividuals responsible for the everydaj 
activities that go in the hospital. Co 

vincement by involvement—esprit de 
corps—is achieved by the individual 
concerned, all of whom are concerneé 
in the operation of the institution. 
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Conclusion take yea 


I have tried to give you some idea di 
how progressive patient care works 
that it is a systematic classification 0 
patients according to their medic: 
needs, that it is a functional organiz 
tion of the hospital which answers the 
patients’ needs. I have attempted t 
explain and describe briefly the fou 
units into which the hospital is dividedj, joie 
1. Special or intensive care unit, ! tion = 
Intermediate care unit, 3. Self-servitfheing ms 
unit, and 4. Continuation care ohm 
I have talked about the art of convineipenmark 

(continued on page 34creat Bri 
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There has been a world-wide 
response to the need 

for treatment and care 

of the victims of paralysis 

in Morocco. This international 
co-operation has been 
achieved through the efforts 
of the medical and 


nursing professions as 


and international 


an bd societies who participated 
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EARLY 10,000 men, women, and 

children have been partially or 
totally paralyzed as a result of the fact 
that cooking oil adulterated with sur- 
plus aviation oil was sold commercially 
to Moroccans. In a unique co-operative 
undertaking, the Moroccan government, 
the Moroccan Red Crescent, the League 
of Red Cross Societies, the World 
Health Organization, and the United 
Nations Children’s Fund have joined 
forces to help care for these victims. 









om According to a report of the League 
and the WHO, their rehabilitation may 
take years. 

idea 0 

works-§ Coordinated Efforts 

tion “| Professor Gustave Gingrac of the 

medica Canadian Red Cross, Chief Delegate 

‘gan*hof the League, has announced that 

rs thes important progress has been made in 

pted ti integrating the personnel and supplies 
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Gen. Alfred Gruenther (I.), American Red Cross president, looks at a training 
booklet with volunteer nurses (I. to r.) Marie Riepenhoff and Barbara Sebasky. 


Sweden, Switzerland, Turkey, and the 
United States have sent doctors and 
nurses to help in the treatment of the 
victims, over half of whom are under 
the age of 18. 


The various societies have provided 


Miss Sebasky and Miss Riepenhoff re- 
ceive shots before leaving for Morocco. 
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personnel as follows: 12 doctors, 30 
physiotherapists, and 10 nurses. This 
personnel has been formed into inter- 
national teams which have been as- 
signed to rehabilitation centers and 
hospitals at Meknes, Sidi Slimane, Sidi 
Kacem, Khemisset, and Alhucemas, All 
are at work testing and classifying 
patients for treatments to counteract 
effects of the paralysis and to restore 
movement in the affected members. 
The treatment administered is physio- 
therapy similar to that received by vic- 
tims of poliomyelitis and stroke. When- 
ever possible, the Moroccan government 
and the Moroccan Red Crescent are 
providing food and lodging for the 
staff. 

Beds and bedding for 2,629 patients 
have been sent as part of a total ship- 
ment of 200 tons of supplies of all kinds. 
Half of this tonnage was air-lifted by 
military planes of the German Federal 
Republic, Turkey, and the United 
States based in West Germany. 

The funds required to sustain an 
operation of this scale are considerable. 
Although the contributing national so- 
cieties are carrying the costs of the 

(continued on page 32) 


Through this organization the student and graduate nurse receive 


instruction in public health as it relates to maternity care. Classes 


are held for prospective mothers and clinics are provided to care 


for them. 


THE MATERNITY 


CENTER ASSOCIATION 


by SHIRLEY HOPE ALPERIN, R.N. 


OR over 40 years the Maternity 

Center Association, an organization 
of professional and civic leaders, has 
pioneered for the improvement of 
maternal care. Their numerous pro- 
grams and services in co-operation with 
affiliated agencies have contributed to 
making childbirth “a healthful, happy 
event with the family linked more 
closely by love and understanding as 
a result of the experience.” 


Vital Force 


Championing its cause from the 
start and a vital force in its develop- 
ment has been the association’s forth- 
right general director, Hazel Corbin 
As a girl, Miss Corbin left her native 
Nova Scotia to enter nurse’s training 
at Brooklyn Hospital in Brooklyn, N. Y. 
Through the years as field nurse (she 
was the association’s first staff nurse), 
lecturer, consultant, and executive, Miss 
Corbin has witnessed many changes 
in the study of maternity care. “Our 
job in the beginning was to inform the 
public of the importance of antepartal 
care,” she states. “Today our emphasis 
is on education and research.” 

Prospective parents no longer hesitate 
to seek information about maternity 
care; pregnancy is no longer discussed 
in hushed tones. “Today people are 


eager for knowledge about all phases 
of childbearing,” Miss Corbin explains. 
“Unfortunately, we have to turn away 
many expectant parents from our spe- 
cial classes at the center because the 
demand is so great.” 

Miss Corbin vividly remembers when 
the first maternity center opened in 


Miss Hazel Corbin is general director of 
the Maternity Center Association and 
has been forceful in its development. 








Manhattan many years ago. It was then 
sponsored by the Women’s City Club, 
and nurses canvassed from door to 
door, asking mothers to learn about 
prenatal care. Most of the women, 
poor immigrants with little or no knowl- 
edge of English, reluctantly attended 
the classes—perhaps with no other 















































thought in mind than to receive freef 4), 
refreshments and to play games. ene i 
The Maternity Center Associationf , oo, 
was founded in 1918 by a group off aajiy, 
physicians and civic leaders who hoped§ y,. , 
to develop maternity centers through ¢¢ yy 
out the Manhattan area. A survey ath oo. 
that time revealed that six mothen§ ya.c¢ 
died for everv thousand live babies iirce 
born in the United States. (The present§ ,, . 
rate is only .4 maternal deaths pe poaitt 
thousand live births.) In New York 7, , 
City, slightly more than one-third off ),, 
the expectant mothers had their babieg depar 
in hospitals, while the rest were de Hospi 
livered at home. Many of the patienty§ 4. ©] 
had no antepartal care whatever. Clinic 
Since it was organized the association ..y i, 
had an educational program conducted jhe w 
by nurses at the various centers. Witlf vere | 
simple teaching exhibits and demon§ 7}, 
strations, these professionals held classe pectar 
for prospective mothers; father occa \oter, 
sionally attended. As maternity centem§ yore 
expanded in the city, so did the associa oly 
tion’s program. And private patients @ put a) 
physicians clamored for instruction fa happy 
which they wanted to pay. proper 
In 1922 the Field Center came int’ pyr. 
existence when the association put secooig 
chased property to service the are rocco, 
east of Fourth Avenue between 14 anf inoludi 
54 Streets. In the prenatal and postna partum 
clinics, which functioned day and nigh plished 
nurses supervised the women who wet [ phen; 
planning (or who already had) hom ohoo] 
deliveries. In this district, over 4,009 states 
babies were born each year. R.N. up the 
from all over the nation who wet dinic 
affiliated with various health service chairm 
requested to work there. board 
Realizing that obstetrical training i quality 
schools of nursing was inadequate ani health 
that further experience was required tf had de 
provide good maternal care, the cente§ contin, 
appropriated funds for the nurse§ fo, 
maintenance. Some of these young gral _p 
women later supervised in other ages Englan 
cies, such as the Henry Street Visiting j, the 
Nurse Association. Others were aske@ taboo 
by the State Department of Health t§ medica 
teach in rural areas where antepart prevail: 
care was almost nonexistent. people, 
° : sional 
Maternity Institutes where 
Because the Field Center could no inadeqn 
accommodate all the registered nurseg ™S to 
who desired to practice there, thg °™e 7 
association sent a staff nurse to lecturg ™S¢-m 
throughout the United States. In timeg te S 
maternity institutes for nurses an Period, 
occurre 
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State Nurses Associations, universities, 
and affiliated services—were established. 
By the mid-Thirties, half of the coun- 
trys 20,000 public health nurses had 
attended the lectures. Institutes for 
professionals interested in teaching 
mothers’ classes are currently conducted 
at headquarters, a four-story building 
on New York City’s upper East Side. 

Another innovation of the association 
was its affiliation with a hospital under 
a controlled medical service for home 
deliveries. In 1932 the Field Center 
was transferred to the Woman’s Clinic 
of New York Hospital, where nurses 
were taught about the clinics, mothers’ 
classes, and home visiting. Student 
nurses as well as graduates were offered 
an excellent opportunity for public 
health instruction in maternity care. 
The activities of the Field Center were 
also carried on in the outpatient 
department of New York Lying-in 
Hospital, later to be taken over by 
the hospital itself. When Woman's 
Clinic discontinued its home delivery 
service, the center’s nurses worked in 
the wards of the clinic where patients 
were delivered. 

The first organized classes for ex- 
pectant fathers were started by the 
Maternity Center Association in 1938. 
More than 150 men were taught not 
only the fundamentals of baby care 
but also the emotional factors of a 
happy marriage which depend on 
proper maternity care. 

During the 1930's, the work of the 
association flourished. Its programs 
stressed a complete maternity service 
including the ante-, intra-, and _post- 
partum phases. This was partly accom- 
plished by the establishment of the 
Lobenstine Midwifery School, the first 
school for nurse-midwives in the United 
States, in the fall of 1932. In drawing 
up the original plans for a school and 
clinic, Dr. Ralph Waldo Lobenstine, 
chairman of the association’s medical 
board, emphasized the need for high 
quality maternity supervision by public 
health nurses. Though infant mortality 
had decreased, the maternal death rate 
continued at a high level. 

For decades midwifery was an inte- 
gral part of obstetrical programs in 
England and on the Continent, but 
in the United States it was considered 
taboo by the public and in many 
medical circles. This sentiment still 
prevails among some _ professional 
people, despite the need for profes- 
sional nurses to specialize in a field 
where the number of obstetricians is 
inadequate. From 1932 to 1957, accord- 
ing to a report made by association, 
some 7,000 women were delivered by 


4 turse-midwives trained at the Loben- 


stne School and Clinic. During this 
period, only three maternal deaths 
occurred from obstetrical causes, and 


ARCH 1960 





At the Lobenstine Clinic, a nurse-midwife interviews expectant parents. Loben- 
stine Midwifery School and Clinic, the first school for nurse-midwives in the 
U.S., was founded in 1932, and it offers ante-, intra-, and postpartum care. 


all of these were before antibiotics 
were introduced. 

In 1935, at the invitation of the 
Rockefeller Foundation, Miss Corbin 
and Hattie Hemschmeyer, associate 
director of the association, made an 
extensive tour of Great Britain and the 
northern European countries. During 
this visit, they gathered considerable 
knowledge about the practice of mid- 
wifery. 

With Miss Hemschmeyer, a nursing 
educator, as administrator the nurse- 
midwifery program began operating in 
an old-fashioned brownstone house on 
West 113 St. The purpose of the clinic 
was to give adequate maternity service 
to women who anticipated home de- 
liveries. During a six-month apprentice- 
ship, R.N.’s attended classes and under 
the supervision of obstetricians nursed 
women during pregnancy, labor, and 
the puerperium. 


The Test 


Their study and experience were 
tested by the ringing of the telephone, 
the indication that a patient was ready 
to have her baby. Then, carrying a 
fully equipped medical bag, the student 
midwife, accompanied by a staff nurse- 
midwife, hastened to the site of the 
delivery. On arrival at the patient's 
home, they reassured the expectant 
mother and her husband, who was 
encouraged to remain with his wife, 
holding her hand and rubbing her back. 
Fortified by their skill and training, 
the team of nurse-midwives safely de- 


livered a healthy child. 

Following postpartum care to the 
mother and the necessary attention to 
the newborn, they left the patient's 
home, satisfied that their job had been 
well done. (Every year during the 
Christmas holidays the youngsters of 
mothers who had been home-delivered 
by center midwives attend the annual 
party given for them at headquarters. ) 

In 1942, when the John F. Berwind 
Free Maternity Clinic—then affiliated 
with Cornell University Medical School 
and New York Lying-In Hospital—was 
offered to the association for its nurse- 
midwifery program, the Lobenstine 
School moved to East 103 St. and con- 
ducted its operations from there. The 
original Lobenstine Clinic was closed. 
In June 19583 all services of the associa- 
tion became centralized in new head- 
quarters on East 92 St. when the 
beautiful home of the late John Sloane 
was purchased. (Mrs. Sloane, who died 
in 1947, had been a former president 
of the association.) 

Graduates of the Lobenstine School 
and the present association school have 
travelled to all parts of the world, 
carrying with them their knowledge 
of midwifery. “They are courageous 
women,” declares Miss Corbin admir- 
ingly. One of her nurses was stationed 
in a remote Moravian village, where a 
native woman was being attended by 
several nonprofessional midwives. The 
woman was having an unusually diffi- 
cult labor, so the nurse was called. 
When she arrived, she found the writh- 
ing woman lying on the dirty floor of 
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At a home delivery, the nurse-midwife examines an expectant mother and encour- 
ages the father to remain with his wife, holding her hand and rubbing her back. 
Thanks to the skill of nurse-midwives home deliveries are safe and successful. 


the hut. She finally induced the native 
midwives—who were openly hostile to 
her—to help her lift up the woman and 
place her on a straw pallet. 

To gain the co-operation and good 
favor of the other midwives, the nurse 
took the hands of one of the women and 
placed them on her own, so that they 
could perform the delivery together. 
Following this diplomatic gesture, she 
delivered the woman of a healthy child. 
“I was terrified during the procedure,” 
the nurse confessed to Miss Corbin, 
“but once the delivery was completed, 
I knew I was ‘made’!” 

Ever since its establishment, the 
association has stressed the importance 
of emotional factors in mothers during 
the gestative period. Years ago women 
in labor learned to make the most of 
it because everyone knew that having 
a baby was a simply horrid experience! 
Decades later an English obstetrician 
who spent half of his professional life 
observing laboring women imparted 
his theories about a system which he 
called natural childbirth. Grantly Dick 
Read declared that “pain in childbirth 
is born of fear, and fear is born of 
ignorance.” To overcome this, he urged 
that patients be taught the facts of 
parturition. Dr. Read suggested exer- 
cises during pregnancy to relieve ten- 
sions and strengthen body muscles; he 
strongly advocated supportive therapy 
bv doctors and nurses i the emotional 
needs of expectant mothers. 

Impressed by Grantly Dick Read’s 
program, the association invited him to 
the United States to describe his tech- 
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nique at the New York Academy of 
Medicine, The first study of the prin- 
ciples of Natural Childbirth was con- 
ducted in 1948 as a joint project of 
the association, the Yale University 
Schools of Medicine and Nursing, and 
Grace-New Haven Community Hos- 
pital. “Dr. Read is an inspired man,” 
states Miss Corbin who has met him 
on several occasions. “Although his 
program of natural childbirth has been 
considerably modified in this country, 
his theories spurred the concept that 
childbirth should be an emotionally 
satisfying experience to the mother.” 


Classes for Parents 


College-level classes for mothers and 
fathers were organized at the associa- 
tion’s headquarters. Writer Cathleen 
Schurr in her book, Naturally Yours, 
vividly describes her experiences at the 
classes for pregnant women. “Girls 
got up and talked about themselves— 
all kinds—professionals in many fields 
of the arts,” she reports. “There were 
housewives, factory workers, and office 
clerks. Educational backgrounds ranged 
all the way from high school to post- 
graduate degrees. Some were private 
patients and some were from free 
clinics who would be ward patients.” 
She describes the “flexibility of nurses 
at the Maternity Center, their lack of 
rigidity, and the absence of the old 
‘wife-ism.” To them, there was more 
than one way to skin a cat or bathe 
the baby, or to arrange one’s life during 
pregnancy . . . women felt free to 


ask questions, to dispute old wives’ 
ae 

Renewing old acquaintances at these 
classes for mothers is not unusual. In 
one session recently, there was a sur- 
prise meeting of two young women 
from the same high school in Missouri 
who hadn’t seen each other in years. 
As a result of this reunion, they 
renewed their old friendship. 

Prospective mothers attending the 
course usually start during or after the 
third month of pregnancy. At the exer- 
cise and relaxation classes, which are 
held once a week for eight weeks, 
certified nurse-midwives show the 
mothers how to use their bodies most 
effectively before, during, and _ after 
delivery. 

In a large classroom, chairs are 
folded up against the wall, and mats 
are placed on the floor. In a reclining 
position, the mothers learn how to relax 
for resting as well as how to breathe 
during work or rest. Individual super- 
vision is given and each student is 
encouraged to practice the exercises 
daily at home. The course lasts from 
14 to 15 weeks. 

At the center the nurses give instruc- 
tion in anatomy; physiology; nutrition; 
and the hygiene of pregnancy, labor, the 
puerperium, and lactation. Through 
charts, films, and group discussions, 
they explain the development of the 
baby. Mothers learn the fundamentals 
of dressing, feeding, and bathing the 
infant. They are encouraged to nurse 
if this is possible. The routine of the 
hospital from the patient's arrival to 
the time of delivery is explained to her, 
as well as some of the equipment in 
the labor room. (At some institutions, 
such as Grace-New Haven Community 
Hospital, both parents are permitted to 
visit the labor and delivery rooms 
during the wife’s pregnancy.) 

Three weeks of the course are de 
voted to a comprehensive discussion 
of the three stages of labor. (Fathers 
are even taught the art of back massag- 
ing.) One principle of natural child. 
birth is that mothers should be per- 
mitted to remain conscious as long as 
it is obstetrically advisable. The use 
of drugs is kept to a minimum, but 
no mother is ever allowed to suffer 
needlessly. Dr. Herbert Thoms, pro 
fessor emeritus of obstetrics and gyne- 
cology at Yale, comments: “No obste- 
trician who has given the principles 
of natural childbirth a thorough and 
sympathetic trial has ever been willing 
to abandon it.” 


Return With Babies 
Many of the women who have 


attended the classes return with their 
babies to visit Miss Corbin and the 
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Acne is a more common disorder than its statistical position 
reveals. In many instances medical aid is not sought because 
of the prevailing opinion that the disease will disappear spon- 
taneously after the individual matures. Such an attitude has 
frequently been the cause of much unhappiness and emotional 
conflict in what appears to be an “ill-kept adolescent.” The dis- 
ease usually occurs during the adolescent period, though it 
occasionally begins at a later date. Its distribution in the sexes 
is about equal, and the condition has an equally significant 
emotional impact on the male as on the female. 

There is no question that severe acne vulgaris has a high 
familial incidence; skin thickness, degree of pigmentation, num- 
ber and distribution of sebaceous glands, and probably the 
degree of activity of these glands are all determined by heredi- 
tary factors. While it is true that there is no means a altering 
the hereditary background of the individual, there are a few 
known internal contributing factors as well as many external 
ones which can be controlled. It is not necessarily true that “a 
little soap, water, and time will cure acne.” Neither does a 
gpod physician assume that “this is merely a physiological con- 
ition which must be tolerated; there is no specific treatment.” 
All of these young people need help and can be helped. They 
must be told that with sincere interest and diligent effort the 
skin can be cleared. They must be informed that there is no 
miracle drug to bring about a cure, but that with daily cleansing 
measures, good eating and sleeping habits, and a few medica- 
tions, acne can be successfully treated and most disfigurement 
prevented. 


Characteristics and Symptomatology 


Acne is a chronic inflammatory disease of the skin involving 
chiefly the pilosebaceous structures; characterized by papules, 
nodules, oat pustules; and often associated with comedones 
and oily seborrhea. 

The lesions occur chiefly over the face, neck, upper part 
of the chest and back, and over the shoulders. These lesions 
may be superficial or deep and consist of papules, nodules, 
pustules, abscesses, and mild inflammatory thickenings of the 
skin, While as a rule the eruptive manifestations are multiple in 
character, some type of lesion predominates. In most cases there 
are no accompanying subjective symptoms, though some of the 
lesions may be tender and painful. 

The course of the disease is chronic, showing periods of 
quiescence, and in mild cases the lesions may disappear almost 
entirely, only to be followed by periods of increased activity. 
In mild cases there are no accompanying subjective symptoms, 
though some of the lesions may be tender or painful. In these 
tases only a few lesions—chiefly papules and pustules originat- 
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DRUG THERAPY 


by JOAN SARVAJIC, R.N., MLS.., M.D. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


The Acne Problem 


ing in comedones—continue with more or less a for long 
periods. In other instances deeper pustular lesions and abscesses 
occur. In exceptional cases several deep abscess cavities form, 
thereby producing lesions an inch or more in length, containin 
considerable suppurative material. Unless surgically evacuat 
these may remain for long periods before undergoing resolution. 
Comedones are usually present, and most of the acne lesions 
develop from these. 

When the disorder is undergoing resolution, reddened and 
pigmented areas may remain for a time. In some instances scars 
result; in exceptional cases keloidal changes occur. 

Several forms of the disease are described, and while many 
cases do not conform to these but present a combination of two 
or more types, a study of the types explains the evolution of the 
lesions. Acne may occur as a superficial punctate type. The 
lesions show an inflammatory reaction around a comedo, re- 
sulting in slight elevation and hypertrophy, in the center of 
which the black point of the comedo is seen. 

Papular forms of acne are often seen on the forehead of 
young persons, and numerous small, rigid papular elevations 
commonly occur about comedones. In other cases the size of 
the papules ranges from that of eer to that of a pea 
or larger, and the papules exhibit different shades of red. They 
are occasionally situated on an inflammatory base. They repre- 
sent a more marked inflammatory process than the punctate 
lesions. The inflammation involves the tissues around the pilose- 
baceous follicle. In the center of the papule there may be a 
comedo or the uncolored end of the sebaceous plug. There is 
a form commonly described as “acne excoriée des jeunes filles,” 
in which the patient is constantly picking and scratching at 
the lesions, so that excoriations predominate over either papules 
or pustules, 

Pustular forms of acne cause more severe inflammatory proc- 
esses, owing to the action of secondary invading micro-organisms 
inducing suppuration in the center of the lesions. The pustules 
thus induced may be as large as a pea or larger. They may be 
superficial when originating in papules or deep-seated when the 
suppurative process begins more deeply. Aside from ordinary 
forms of acne, one sees occupational acne in people working 
with cutting oils, crude petroleum, coal tar, chlornaphthalenes, 
and chlordiphenyls. 


Etiological Aspects 


In the female acne is frequently worse during menstruation 
or when associated with various menstrual disorders. There is 
increasing evidence that endocrine disorders, due to either es- 
trogens or androgens, frequently contribute to the acne. 

The part played by bacteria and comedo in the cause of acne 
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is a matter which has caused much discussion. A microbacillus are few untoward effects from prolonged use of this antibioti 
is almost always found in all acne lesions. In addition to this Hormones—If the patient is over 18 years of age and has RESI 
organism, Staphylococcus pyogenes albus and aureus, and a definite history of pustular or nodular lesions developing in < 
staphylococcus which cannot be recognized as identical with sociation with the menses, hormones are sometimes beneficia 
these, are sometimes described. Premarin or Tace (chlorotrianisene) can be administered, ong 

Cultures of pustular lesions revealed micrococci (staphylococ- tablet ten days prior to the onset of the menstrual period. When 
ci) similar to those found on the skin of normal persons in given in this cyclic manner the menstrual cycle is not inter§ prs 
regions prone to the development of seborrhea. Frequently, fered with. If there is any irregularity in the menstrual flowg,nq . 
however, there is no evidence of any defect in general health. the medication must be discontinued. and b 

Estrogens have been found of questionable value in treating 
R i males. 

Review of Medical Management Vitamins—Vitamin A in dosages of 20,000 to 50,000 units dail 
is of value in patients with numerous comedones. This vitamin frequé 
should not be taken continuously without observation. Vitamin§ .qditi 
C in dosage of 200 mg. twice daily is sometimes helpful fond ¢ 
pustular acne. There does not seem to be any apparent benefifiton , 
from Vitamin B complex. In fact, some acne conditions become which 
worse while the patient is on preparations containing largel pose 
amounts of Vitamin B complex. moistu 
Diet Therapy—The role of diet in the production of acne ha 
probably been overemphasized. In general, however, it mayfysrs. 
be of value to have the patient omit the following foods ..-tan 
chocolate, nuts, soft drinks which contain cola, excessive quan shor 
tities of milk, butter, cheese, sea foods, and iodized salt. Iodide gayjicy 
bromide, and recently certain iron and cobalt preparations ha 
been shown to produce acneiform lesions. PREP: 


type of wax on the hair is prohibited. Pillowcases should be Ointm« 
changed several times weekly. If seborrheic dermatitis is pres- made 1 
ent, antiseborrheic measures should be used. prepar: 
Hot Wet Dressings—In severe pustular acne hot wet dressings X-ray Therap y—In severe cases of acne that has not responded The Jo 
are of definite value. A saturated solution of boric acid or a to well-supervised local therapy, X-ray therapy is recommended sold in 
modified Vleminckx’s solution such as Viem-Dome powder may This therapy is not recommended before the age of 18. S XE Soap ii 
be used. Preparation of the solution is described on the package. ee of unfiltered X ray at weekly intervals for a maximunfiterials 
Bedtime Drying Lotions—There are several excellent stock lo- of 12 weeks — oe x ray does not cause scarring. The de 
tions available, such as Liquimot and Resulin Lotion. ge are pe prcraty tissue by infection in the acne lesions is the causiiposac 
blonde and brunette shades, and girls may use them durin : P . oes ment i. 
the day as a powder base. If Recent ya occurs the lotion Cryotherapy—Dry ice made from a tank of carbon dioxide haiiwith R 
is discontinued for several nights and a bland preparation such been a helpful measure Mm local therapy. The ice is collected i restrict 
as Lubriderm is applied. A few patients cannot tolerate lotions a chamois skin, rolled up ma layer of gauze, saturated wea 
containing sulfur. For these and for the young adult a good acetone, and applied lightly to the face and back. The skir 
astringent cleansing agent after the use of soap and water is is barely blanched during the procedure. This is repeated aj 
Sebanil. 3 weekly intervals. 
Cosmetics—All creams, whether cleansing, hormonal, penetrat- Surgical Planing—This specialized procedure is of value in 
ing, or otherwise, should be eliminated. Sun protection creams the treatment of postacne scarring. Cases must be caref I 
may be used if they are washed off immediately after sun- selected. The degree of improvement is difficult to predict ant 
bathing. , measure, but one may expect roughly 20 to 30 per cent improve. 
Cosmetics may be used. Those especially prepared for acne ment in the appearance of scars following a single planing. 
therapy are recommended, such as Sulforcin Base ga 4 or 8 DESCR 
er cent sulfur or Almay’s Foundation Lotion. All cosmetics . — sulf 
last be washed off at bedtime. Psychologie Implications ™. 
Acne Surgery—Pustules, deep indurated nodules, and cystic Both the nurse and the physician who participate in theycTio) 
lesions should be opened and drained by a physician. Trauma care of a patient with acne must be aware of the fact that iffbowder 


—_— 


An over-all survey of the medical management of acne in- 
dicates that therapy can be considered from the following as- 
pects: local, physical, systemic, and dietary therapy as well as 
specialized measures. Each of these shall be considered briefly, 
with a more detailed consideration of specific drug therapy. 


Local Therapy 


Cleansing Measures—The face should be washed three times 
daily unless excessive dryness occurs. Special soaps are helpful. 
These include: Westwood’s Fostex Cake or Cream or Stiefel’s 
Acne Aid Detergent. Warm water and a soft washcloth are 
used. The time element is important: soapy lather should be 
massaged into the skin at least twice weekly. The use of any 


Specialized Measures 


to surrounding tissues must be minimized. The intelligent use of is not adequate to adhere to medical therapy alone. In maniiitatio 
a comedo extractor by the patient is allowed. Areas must first instances acne may be a long-term condition, taxing the patienc] T, ap 
be steamed with a hot towel. Squeezing with the fingernails will of even the most stable person. Since in so many instances thélky revie 


only aggravate acne. patient happens to be in the adolescent years of his life, th 


Gantrisin in doses given three or four times daily with high emotional aspects of the problem may be doubly acute. Sino mIStOr'y 1 


fluid intake, though not as beneficial as tetracycline, is often this is a period during which the maturing child is faced 7» 
helpful and much less expensive. with the problems of “growing-up,” acne represents a stigmafbulfur h, 


a mark of immaturity. Fear of rejection, that there will be 1 
Physical Therapy dates, that one cannot be attractive with acne, are all thought 
of the child who comes for treatment. In older age groups the 


pists in < 
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In the summer, adolescents and adults with acne are en- is the fear that more attractive positions will not be offerel — + 
couraged to sunbathe in moderation. This seems to be especial- to those with unattractive marks of acne. nd pen 
ly beneficial if done in conjunction with swimming. Prolonged It is the recognition of these factors which will make the nurs ee 
hydration of skin and ultraviolet rays are very helpful for mild = and physician understand the need for reassuring the patientifyngicid, 
acne of the shoulders and the back. In the winter the use Specific measures to accomplish this include: showing the patietlythoger 
of ultraviolet light in the physician’s office may substitute for actual pictures of before-and-after cases; enlisting the partici, _ 


the summer sun. pation of the young adult by providing daily grooming chart 
which he or she can check as the prescri items are a 
Systemic Therapy complished; making helpful suggestions for attractive groomin 
in reference to cosmetics and hair styles. 
Antibiotics—Tetracycline has proved to be of marked value in In the end, the reward for both physician and nurse is thie basis 
pustular acne. In severe cases the dosage is 250 mg. four times sight of a young man or woman, now not only more attractiiders 
daily for seven to fourteen days. Subsequently, shorter courses in appearance but poised and self-assured as well. The actalyable 
of the same dosage may have to be given if pustular flare-ups problem is not a simple problem to solve, as those inclined 
occur. In milder cases dosages of 250 mg. once or twice y ignore it often imagine it to be. On the contrary, it is a challen 
have controlled pustulation. In otherwise healthy adults there (continued on page 
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KERATOLYTIC AGENT 





eneficia 
red, on 
d. When 
ot inter§ pESCRIPTION: Resulin is a greaseless formulation of resorcin 
ual floWBand sulfur in addition to zinc oxide, talc, iron oxides, talc, 
and bentonite. It is marketed in various vehicles as an ointment. 


























treating 
: _ [ACTION AND EFFECTS: Resulin acts as a keratolytic agent 
uts daily that is, it results in the peeling of superficial epidermis and 
} vitamin frequently clears a rather unsightly superficial epidermis. In 
Vitamin§ addition, it is a skin protectant. The presence of the insoluble 
Ipful forf and chemically inert substances such as zinc oxide, talc, and 
t benefit iron oxides acts as a mechanical protective. Those substances 
; become which have a smooth surface act mainly by preventing friction; 
ng largeithose which have a porous structure act mainly by absorbing 
moisture. 
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USES: Resulin is used in the treatment of acne as a skin pro- 
tectant as well as a keratolytic agent. It is also used in acne, 
seborrhea, and oil dermatitis which is frequently combined with 
folliculitis, boils, and other pyodermas. 


PREPARATIONS: There is a Regular and Modified Lotion and 
Ointment of Resulin on the market. The Regular preparation is 
made up of 4 per cent resorcin, 8 per cent sulfur. The Modified 
preparation is one-half the strength of the Regular preparation. 
The lotions are marketed in blonde and brunette shades and are 
sold in one and one-half ounce tubes. There is also a Resulin 


esponded 
ymended, 


18. Sixty§soap in cake form which contains cake in addition to the ma- 
naxiMuMliterials listed. 
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DOSAGE AND ADMINISTRATION: Regular Lotion or Oint- 
. ment is massaged into affected parts nightly and washed off 
oxide naifwith Resulin Soap and hot water in the morning. The lotion is 
lected itfrestricted to severe cases with thick, oily skins. The ointment 
ited with 
The skis 
veated at 


is most effective on drier skins and comedo-type acne. Modified 
Lotion is recommended for initial treatment in mild cases and 
patients with tender skins. 


TOXICITY: There is no toxicity from the local action of Resu- 
lin. It is possible, however, to have an allergic response in the 
form of a dermatitis, just as it is in the local application of 
any drug. This is an unusual situation; however, should a con- 
tact dermatitis occur, the drug must immediately be withheld 
and local applications must not be made. 


PRECAUTIONS: Should a contact dermatitis occur, it is pos- 
sible to relieve itching with the use of a preparation such as 
benadryl for systemic administration. 

As with any local preparations patients may find solace in 
the fact that some frank measures are being taken to improve 
a dermatological condition. Their enthusiasm must be harnessed 
into faithful application of medication as prescribed. When re- 
sults are not immediate, many patients with skin disease are 
inclined to take a dim view of continuing with medication over 
any long period of time. And yet in the majority of instances 
long term therapy is exactly what is necessary. 

Again, it is in these instances that the nurse plays a very im- 
portant role in encouraging such a patient to be constant in 
the use of medications. For a young adult it might be wise to 
establish the use of a check list for good grooming, including 
on it the schedule for application of Resulin Ointment or Lotion. 

It must be remembered in the use of this medication that the 
lotion is restricted to severe cases with thick and oily skin. 
The ointment is most effective on drier skins and the comedo- 
type acne. Modified Lotion is recommended for the initial treat- 
ment in mild cases and for patients with tender skins. 
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DESCRIPTION: Vlem-Dome is a stabilized mixture of calcium 
sulfide, calcium thiosulfate, and sulfur. 






e in th@4CTION AND EFFECTS: The combination of drugs in this 
ct that iffhowder makes an effective antiparasitic, antiseborrheic, fungi- 
In matitatic, and general disinfectant. 

> patience] To appreciate fully the action of such a preparation it is best 
ances tlio review the action of individual ingredients. Sulfur has a long 
; life, thihistory in medicine. Sulfur itself is not highly toxic to micro- 
ate. Sin$brganisms, but must be converted to some other form to be 
is facective, Investigations to elucidate the mechanism of action of 
a stigm@Bulfur have for the most part been conducted by plant patholo- 
vill be mists in connection with the fungicidal properties of the element. 
| thoughitithe medical profession has accepted sulfur almost totally 
ups theron an empirical basis. The fungicidal property of sulfur has 
0 offereheen attributed to two compounds, namely, hydrogen sulfide 
nd pentathionic acid, an oxidation product of sulfur. The 
atter has been shown experimentally to be both germicidal and 
















the nurs 









e patietfungicidal. Solutions of hydrogen sulfide have little effect on 
he patietiiathogenic organisms, so that it is more likely that pantathionic 
le particid accounts for the therapeutic activity of sulfur. Presumably 
ing chai. oxidation of sulfur to pentathionic acid is accomplished by 
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ertain micro-organisms or by epidermal cells when the element 
S$ applied to the skin. 

' Sulfur also possesses a keratolytic property, which may be 
ise 1S Ute basis for the therapeutic action of the element in skin dis- 










attractMfirders unassociated with infection. In addition sulfur is a 
The a@iluable parasiticide. In one of the few studies of the anti- 
—~ acterial properties of sulfur, Weld and Gunther observed that 
1c ens 






element had a marked bacteriostatic action against various 
fam-positive organisms, but that it was not bactericidal. 
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USES: Vlem-Dome Powders are used in the treatment of acne, 
seborrhea, prurigo, barber's itch, flat warts, pimples, comedones. 


PREPARATIONS: Vlem-Dome Powders are marketed in boxes 
of 12 and 100 packets. 


DOSAGE AND ADMINISTRATION: The method by which 
Vlem-Dome Powders are used follows: One packet is placed 
in a pint of hot water. The method of application is then by 
compress or steaming through a vaporizer for 10 to 15 minutes 
at a time. 


TOXIQGITY: Prolonged use of any sulfur-containing compound 
may result in contact dermatitis. Should this occur the use 
of the drug is contraindicated. Prolonged use may also result 
in excessive dryness of very sensitive skin. 

In cases of contact dermatitis a preparation such as benadryl 
administered systemically may be imperative in order to prevent 
itching. 


PRECAUTIONS: Vlem-Dome Powders cannot be utilized if 
there is simultaneous use of mercurial and iodide-containing 
medications. 

One other important aspect of drug utilization is protection 
of both the person applying the drug (if the patient does not 
apply it himself) and the patient. It is imperative that con- 
tact with jewelry, metal ornaments, fixtures, and utensils be 
avoided. Tarnishing may result unless composition of the 
jewelry is inactive. 
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TACE 


SYNTHETIC ESTROGEN 





DESCRIPTION: Tace is a synthetic compound having ~« tro- 
genic activity. 


ACTION AND EFFECTS: Tace is unique in that it is stored 
in the body fat and is released gradually to provide a smooth, 
long-lasting response. Unlike other known estrogens, Tace 
causes no pituitary enlargement and only minimal adrenal 
hyperplasia in laboratory animals. Tace resembles other estro- 
genic substances, both natural and synthetic, in that it produces 
uterine changes and cornification of the vaginal mucosa. 


USES: Tace is indicated for use in the menopause, natural 
or induced; postpartum breast engorgement when suppression 
of lactation is desired; and also such conditions as senile vaginitis, 
kraurosis vulvae, and pruritus vulvae. In the male Tace is 
indicated for the palliative treatment of prostatic carcinoma. 
Tace is also quite valuable in the treatment of acne in males. 

In the menopause syndrome Tace is an oral-depot estrogen. 
This enables the body fat to store the estrogenic substance and 
permits gradual release both during administration and after 
Tace is discontinued. This action tends to balance the decreas- 
ing endogenous estrogens and gradually eases the patient into 
a symptom-free postmenopausal state. With Tace, the meno- 
pause is rendered relatively free from unpleasant symptoms. 
There is a possibility that Bony replacement therapy may 
not be required. 

In postpartum breast engorgement estrogenic therapy is used 
to relieve the engorgement of the breast when suppression of 
lactation is desired. Tace has marked advantage in this situa- 
tion. The percentage of relief from mastalgia with Tace is 
very high. In addition, Tace provides this relief with almost no 
withdrawal bleeding or nausea. Tace therapy in suppression of 
lactation should be started within 12 hours following delivery. 

















Retrogression of prostatic carcinoma is sometimes associat 
with adrenal hyperplasia. Tace produces no pituitary, a 
minimal adrenal, enlargement in laboratory animals. The con. 
tinued response to Tace in patients with prostatic carcino 
is sometimes associated with adrenal hyperplasia. This respo 
may also be associated with the lack of stimulation on t 
pituitary and adrenal cortex. Should gynecomastia occur, it is 
seldom painful. 

Tace may be administrated to the girl with acne ten da 
prior to the onset of the menstrual — When given in thiy 
cyclic manner, the menstrual cycle should not be abnormal. 








PREPARATIONS: Tace is supplied in green capsules of | 
or 24 mg. 


DOSAGE AND ADMINISTRATION: In the menopausal s 
drome, one or two Tace capsules are given orally every da 
for 30 to 60 days. A single course of therapy is suggested. If 
necessary a second course may be ol For other condi 
tions such as senile vaginitis, kraurosis vulvae, and prurity 
vulvae caused by estrogen deficiency, the same dosage i 
suggested. 

In postpartum breast engorgement, one Tace capsule is ad 
ministered four times daily for seven days. 

For the palliative control of carcinoma of the prostate, o 
or two Tace capsules are given daily. 


TOXICITY: In general, Tace does not cause side effects co 
monly associated with other estrogens. 


PRECAUTIONS: Tace is contraindicated for use in fem 
patients with precancerous lesions or in females who have 
history of a familial tendency to cancer. a | t 
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ACNE SKIN CLEANSE 





DESCRIPTION: Chemically Fostex is sebulytic (lauryl sulfo- 
acetate, alkyl aryl polyether sulfonate dioctyl sulfosuccinate). 
It is a combination of surface-active cleansing and wetting 
agents wth remarkable antiseborrheic, keratolytic, and antibac- 
terial action. The effects are enhanced by sulfur 2 per cent, 


hexachlorophene 1 per cent. 


ACTION AND EFFECTS: Fostex Cake is used for therapeutic 
washing of the skin in acne, seborrhea, and other skin condi- 
tions characterized by excessive oiliness. It provides several 
effects: first, as a result of its drying action it causes desquama- 
tion of surface epithelium; second, it decreases the greasiness 
of the skin; and finally it decreases the bacterial flora of the 
skin. 


USES: The main use of Fostex is in the treatment of acne 
vulgaris. It is also used in the treatment of dandruff and oily 
scalps. 


PREPARATIONS: There are several kinds of Fostex prepara- 
tions on the market. These include Fostex Cake, which is an 
antiseborrheic skin cleanser, and Fostex Cream, which is an 
antiseborrheic shampoo and acne skin cleanser. 


DOSAGE AND ADMINISTRATION: Fostex Cake is used in 
the following way for therapeutic washing of the skin in acne 
vulgaris and in the maintenance of therapy: The face and other 
affected areas are washed two or three times a day with Fostex 
Cake instead of soap. The lather must be massaged into the 
skin for five minutes. The skin is then rinsed carefully and thor- 
oughly. If the skin gets too dry, therapy is discontinued tempo- 
rarily. 

The therapeutic washing of the skin in acne vulgaris with 
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statemer 
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Fostex Cream is accomplished as follows: The face is washeiljeascur: 
with Fostex Cream twice a day—morning and evening. Firs§ ji4.q? 
the face and other affected areas are wetted with warm wate * ti 
A small amount of Fostex Cream is rubbed into the wet sk agp 
until it lathers. The lather is massaged into the skin for aboug°™ *¢ 
five minutes. The skin is then rinsed thoroughly. implies 
As a therapeutic shampoo for dandruff, seborrhea oleosagpresence 
and seborrheic dermatitis the following instructions are giveng First, 
A liberal amount of Fostex is massaged into the wet hair ar 
scalp until it lathers. Then the scalp is massaged with 
lather for at least five minutes. The scalp is then rinsed, and th 















shampoo is repeated a second time. No other shampoos or specilf method. 
rinses are required. Fostex Cream is used as frequently as ity of th 
necessary to keep the scalp free from excessive oiliness @ the exist: 





scaling. 






probably 
TOXICITY: There is no real toxicity from the use of this loc shown co 
preparation except from the standpoint of the resulting excesg@pparent! 
sive dryness of the skin. Of course, there is always the possgHe will 

bility that allergies to local preparations may arise and be refit becaus 
flected as a dermatitis. not wish 
further. 

He wi 







PRECAUTIONS: If the skin is particularly sensitive there is 
comparable hypoallergenic preparation called Lowila Cah act 
This is a lathering, completely soap-free, hypoallergenic cleans shoul at 
for irritated or sensitive skin. It contains lauryl sulfoacetate in fe 
corn dextrin base. It does not contain alkalis, fatty acids, ap™®4" he 
other irritating components of soap. axiety. F 

The nurse must remind the patient that only if directions ang’ so little 
carefully and consistently carried out in reference to skin cattgtéll the m 
can there be any assurance that there will be notable improveflim to m 
ment. In addition, this form of therapy is only local and rept®lg’t this 
sents but a small part of the total management of acne. Changing 
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ee the patient.” This is 
a frequent admonition to nurses 
caring for patients who are hemorrhag- 
ing, patients going to surgery, or those 
who have just heard a dreaded diag- 
nosis. It sounds good. However, like the 
statement, “I am against sin,” it is a 
bit vague and meaningless. What is this 
“reassurance” and how can it be accom- 
plished? Reassure is defined by the 
dictionary as “restore confidence; free 
from fear, terror, or anxiety.” This 
implies lack of confidence, or the 
presence of fear, terror, or anxiety. 
First, let us explore some of the ways 
reassurance is commonly attempted— 


wg but ways in which it is not achieved: 


‘Everything is going to be all right 
method. This, in effect, denies the valid- 
ity of the patient’s feelings and denies 
the existence of a problem. The patient 
probably will feel ashamed for having 
shown concern over something the nurse 
apparently feels is of no consequence. 
He will not say anything more about 
it because he will feel the nurse does 
not wish to have him pursue the subject 
further. 

He will then probably outwardly 
mact as the nurse has indicated he 
should feel. This does not, however, 
mean he feels better or is freed from 
axiety. Furthermore, if the reassurance 
bso little justified that the patient can 
tll the nurse is pretending, it will cause 
to mistrust the nurse. 

im’t this a bright, lovely day” method. 
tanging the subject prevents the 


him 


Too often the nurse fails in her attempt to reassure a patient. The author 


points the way to success by examining the reasons for 


Reassure 


THE PATIENT 


by JEAN HAYTER, B.S., M.A. 


Associate Professor of Nursing, 
Medical College of Virginia, 
Richmond, Virginia 


patient from working through his prob- 
lem. It also implies that the nurse is 
disinterested or unwilling to discuss 
what concerns the patient. To stop a 
discussion of the problem is not to 
eliminate the problem. 

“We will take good care of you” method. 
This is reprimanding to the patient, 
since it is, in effect, saying: “You do 
not have confidence in us or you would 
not be anxious.” This may put the 
patient on the defensive or may make 
him feel badly because his words were 
apparently misunderstood. He is likely 
to avoid further comment for fear the 
nurse will interpret it as further evi- 
dence of lack of confidence. In such a 
situation, one could speculate on wheth- 
er confidence in the nurse is justified. 
However, the nurse’s intentions may be 
good. 

“I know just how you feel” method. 
Sharing experiences with the patient 
focuses concern on the nurse’s problems. 
Yet the patient is the one whose needs 
should be met; the concern should be 
kept with him. Also, it is well to 
remember that at times of crisis in his 
own life the patient may not care how 
many others have survived (or failed to 
survive) similar crises. 

“The doctor knows best” method. Re- 
assuring the patient about the doctor's 
ability may have the opposite effect to 
the one the nurse intends. It may con- 
vey to the patient the feeling that 
perhaps the Dister is not capable if 
the nurse feels she must offer such 


information unsolicited. This approach 
is, actually, a request of the patient 
to forfeit control of himself and let the 
doctor take over. Here the nurse implies 
to the patient that she thinks he should 
not trust his own feelings. 

One of the most frightening experi- 
ences a person can have is that of 
approaching an unfamiliar situation, one 
in which he does not know what is 
going to happen. It can hardly be con- 
sidered reassuring to remind him at 
that time that he will have no control 
over the situation. 

It is likely that the patient has had 
advice or reassurances such as these 
from friends and family. If this form 
of reassurance would help him, he 
would no longer need help from the 
nurse. For that matter, if it were possible 
to solve a person’s problems for him 
by simply telling him what is wrong 
with his feelings or by reminding him 
that everything will be all right, the 
need for psychiatric hospital beds would 
not be so great. A professional nurse 
should be able to approach such matters 
in a different, much more effective way. 

The first thing for the nurse to 
remember is that she does not solve 
the patient’s problems—he will solve his 
own problems once he recognizes them. 
Therefore, the nurse’s role is to help 
him think through his problems so he 
will recognize his needs and be able to 
find a solution. Issues can be perceived 
more adequately as they are being de- 

(continued on page 32) 
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THE DYNAMICS 





VERY ailing person shows some evidence of being 
depressed, and each one of us experiences this reaction 
from time to time, even when in good physical health. 
Understanding, then, comes not only from knowing that 
this is so but also from the analysis of our own down- 
hearted feelings which result when we are reprimanded, 
neglected, or unable to meet the expectations we set for 
ourselves. 

Success in nursing the depressed patient depends upon 
our ability to evaluate and understand the meaning of the 
characteristic symptoms presented by the individual patient. 
We are likely to find that the depth of a depression is not 
the sole indicator of its seriousness. For example, a severe 
depressive reaction in a person who has suffered the loss 
of a loved one or who has lost something of major value 
to him generally clears up completely, though the period of 
disability may vary considerably—depending upon the pre- 
disposition of the person to endure or recover from the 
acute stress. On the other hand, a depressed person with 
relatively mild symptoms of fatigue and indigestion may be 
disabled indefinitely in spite of all efforts to help him. 
In the second instance the symptoms are far more bearable 
to the patient than the responsibilities he would have to 
face without them. 

Though all of us are likely to be depressed in varying 
degrees during unusual times of stress throughout life, we 
will need to be on our guard about how we view a non- 
pathological depression. Depression is related to many 
factors of a personality and has little meaning by itself. 
We may judge to be depressed the introverted type of 
person who is normally quiet and reflective, while the 
hyperactivity of the extrovert may not be recognized as a 
depression. Depression is identified by characteristic slow- 
ing down of mental and physical activity and gloomy feel- 
ings of doubt and distrust. We find then that the difference 
between a normal and an abnormal depression lies in the 
frequency, duration, and intensity of the symptoms when 
considered in relation to other personality factors. 
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Ordinarily depressions are transitory, and a dark mog oath 
is replaced by a happier one. A study of one’s own i Depre 
dividual cycle will indicate the necessity for some regulf:, polio, 
tion in everyday affairs in order to use the up-periods fi jio.c¢ 
productive work and the down-periods for reserving jud@ gould | 
ment and postponing important decisions. We should ke gothera 
in mind that normal depression can generally be resolv of treat; 
by personal effort—by setting oneself wholeheartedly tof ppyi, 
compelling task. session 
A disturbance of any one of our psychic components depressic 
intellect, emotion, or will is reflected in deviate behavia§ ¢ , par 
For the most part we find the basis of depressive behavilf proccod - 
in negative emotional responses caused by a physical illnind fort 
interfering with the function or altering the structure is unpre] 
the central nervous system in which conscious control mM par 
sides; by faulty habit formation in establishing conscioi pisoonst, 
controls; or by faulty constitutional endowment, whi periodic 
sets the limits of emotional development and the degree @indue 5 
our vulnerability to stress. When we lack the necessaff very hel 
ability to be self-directing the resulting deviant behavi person tr 
needs to be modified by appropriate external measures. hig podi] 
Normally, each one of us consciously directs only a part cumulati 
his everyday actions. Such controlled behavior, then, ne@@in uncon 
to be differentiated from that which is unconsciously i 
hibited. Thus we see that our affects (emotions) can |} 
inhibited, distorted, or exaggerated by repression, faulg?sycholo 
personality development, toxic disease states, or orgal Psych 
changes of the central nervous system. Depression is hehe 7 
relatively minor symptom in some mental disorders, wh in fe i 
it is the chief symptom in the depressive reactions of tH... ne 
: bay ® as 
psychoneurotic and psychotic disorders, the depressed ty inferi 
of the manic depressive reaction, and involutional psycholf ved : 
reactions. =e 
tesponses 
companie 
Physical Causes 
There are a number of physical causes of a depressiff*Rupert A 
which determine the kind of treatment to be given. Whéfatigue,” 


a person has disregarded important aspects of physical 
hygiene we are likely to find autonomic physiological proc- 
esses disproportionately slowed down or accelerated. 

A prolonged period of physical activity unrelieved by 
adequate rest may result in a depression which clears up 
with sufficient rest, the amount needed depending upon 
the period of deprivation and the strength of an individual’s 

wers for recuperation. An example was noted in the 
constitutional differences shown by a class of nursing stu- 
dents who were required to engage in physical exercise as 
art of a health education program. Some of the students 
protested at having to engage in strenuous activity at the 
end of a busy workday and became so low-spirited and 
listless that an adjustment had to be made and relaxing 
exercises substituted for the more strenuous ones. But there 
were other students in the same class for whom the activity 
was a stimulus in overcoming the dulling effect of the day’s 
work. 

Another striking example was cited about a patient who 
was hospitalized for a deep depression. No attempt was 
made to push him into active therapy, and he was allowed 
to stay in his room, lying in his bed or sitting in his chair 
most of the time. He recovered within a few weeks and 
praised everyone for understanding the cause of his depres- 
sion to be exhaustion. He had lost a good deal of sleep in 
the months of overwork preceding his illness.* 

An intense and absorbing task can energize a person to 

work intensely for a long period of time to complete it. 
We can differentiate between the subsequent period of 
inactivity and depressive inactivity by likening the first 
to ground lying fallow in order to be more fertile for future 
use. When we understand ourselves in relation to normal 
periods of depression we are unlikely to overemphasize the 
k mod nonpathological aspects of a depression in others. 
own lf Depression may be caused by nutritional deficiencies and 
Tegul@ is relieved by treatment relevant to dietary imbalance, 
iods ff disease of the digestive organs, or chronic infection. It 
18 JucH should be pointed out that in such instances neither psy- 
ld keg chotherapy nor recreational therapy is the important measure 
resolv of treatment. 
div to Physical diseases account for a certain amount of de- 
pression in all patients, but the degree and severity of the 
‘Fdepression depend upon the psychological predisposition 
re havi of a particular individual. In the general hospital the de- 
behavilf pressed patient is likely to be neglected when his gloomy 
al illneg and forbidding outlook baffles and irritates the nurse who 
cture is unprepared to cope with this type of behavior as a neces- 
ntrol sary part of nursing. The depressed patient is likely to 
onsci0§ misconstrue friendly remarks and to withdraw further into 
» whi periodic silences, thereby frequently giving the impression of 
egreé@undue self-concern which repels rather than attracts the 
‘ecessi very help that he needs. There are times when a depressed 
beha person tries to relieve his discomfort by undue concern about 
ures. Bhis bodily needs for food and sleep. At other times an ac- 
a patt@ cumulation of emotional tension is frequently discharged 
n, neefin uncontrolled anger. ; 
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1, faul§Psychological Causes 
a Psychological reasons for a depression are generally 
— founded on frustrating experiences which have culminated 
ae |. feelings of worthlessness. The basic personality struc- 
sed ture has been sensitized to feel inadequate, unworthy, or 
svchal inferior and to expect rejection and punishment. The areas 


of vulnerability to slights to self-esteem stem from hostile 
sponses during an early dependency relationship, ac- 
companied by repressed hostility and guilt toward the 


epressil "Rupert A. Chittick, “The Needs of Mental Patients, Relief from 
Fatigue,” Mental Hospitals (October, 1958), pp. 10-11. 
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person arousing the resulting ambivalent feelings. Further 
effects are those of self-depreciation and morbid dread of 
disapproval and abandonment. The depression is somewhat 
lessened by acknowledging, even though deliberately sup- 
pressing, the associated reactions of hate, fear, anger, or 
feelings of intellectual and social inadequacy. The depres- 
sion is intensified by the repression of the undesirable 
characteristics which are apparent to others but not to the 
depressed person. 


Symptoms of Depressive Reactions 


Depressive reactions are characterized by three major 
symptoms: depression, psychomotor retardation, and in- 
hibited thought production frequently colored with ideas 
of self-depreciation or guilt. Any one or all of these symtoms 
may appear in varying degrees of severity. The bodily 
systems are affected by disturbance of the autonomic 
nervous system, and specific changes are noted in the 
gastrointestinal system where the decreased secretion of 
the gastric juices is associated with poor appetite and faulty 
elimination. Toxic conditions result from lessened activity 
of the respiratory and other systems. So we see that the 
causes of a depression may be psychogenic or physical and 
the treatment must be directed to the resulting physical 
and psychological conditions. 

The emotion of sadness which accompanies depression 
is expressed by anything from silent weeping to noisy 
lamentations involving general bodily movements such as 
wringing of hands and swaying of body. Characteristic 
modes of expression are observed for specific national and 
social groups, and we associate these with the examples 
of the self-control of an Englishman or the demonstrativeness 
of a Spaniard. At different age levels the emotion is ex- 
pressed by more or less whole responses in generalized 
bodily movements and localized manifestations in sighing 
and sobbing. A baby who is deprived of biological needs 
for comfort and survival cries, kicks, and squirms. A young 
child retaliates for an injury by hurting some inanimate 
thing—a doll or a toy. An older child retaliates for having 
his feelings hurt by attacking someone, usually weaker 
than himself. Prolonged or intense preoccupation with a 
frustration arousing anger and hostility may be vented on 
someone 1.0t responsible for the hurt. The aggression is 
sometimes associated with unexpressed feelings of guilt 
toward a parent. The resulting helplessness throws the 
“hurt” back on the self, thereby generating depression and 
anxiety. 


Escape from Depression 


The following are some of the ways taken by a de- 
pressed person in seeking relief from his discomfort: com- 
plete hopelessness and inactivity are the introverted person’s 
way of surrender and are manifested in his withdrawal from 
social contacts and in the accompanying motor and mental 
retardation, which at times approaches stupor. Excessive 
motor activity—such as muscular activity, fidgeting, and 
taking long walks—is the extroverted person’s way of 
struggling against his discomfort by diffuse, undirected 
activity. Soliciting and winning sympathy are another way 
used by those patients who are eager to talk about their 
troubles. The use of alcohol is a protective escape for 
some patients, but its use often aggravates the difficulties. 
Frenzied activity may be successful; some persons work off 
tension in this fashion and sometimes manage to accomplish 
something worth while. Suicide is the extreme form of 
escape from inner unrest, torture, insomnia, suffering, dread 
of the future, self-blame, and fear of being a burden to 
others. Next month’s article will discuss some of the neces- 
sary approaches to nursing care. 
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The nurse plays a highly important part in the rehabilitation—both 


physical and psychological—of the colostomy patient. 


Care of the 


COLOSTOMY PATIENT: 


by JOANNE K. COLLINS, R.N., B.S. 


Clinical Instructor in Surgical Nursing, 
The Toledo Hospital, 
School of Nursing, 
Toledo, Ohio 


HE patient with a colostomy usual- 

ly finds it difficult to accept his con- 
dition and become completely adjusted 
to it. Therefore the nurse assists the 
patient to make the best possible adjust- 
ment. This adjustment is necessarily 
both physical, and probably more im- 
portant, psychological. The nurse helps 
the patient to feel independent and 
secure. 


The Nurse-Patient Relationship 


After a colostomy the patient has a 
stoma, or portion of the bowel, brought 


to the skin surface and sutured in place, 
instead of an anus with muscle control. 
Through this stoma the evacuation of 
the bowel will take place. The colos- 
tomy can be either permanent or tem- 
porary, depending upon the disease 
condition that made the operation 
necessary. 

Regardless of the reason for the 
colostomy, the patient’s daily established 
routine is disturbed and a new plan must 
be made to meet his needs. Each pa- 
tient who has had this operation has in- 
dividual problems. The nurse should 
remember that the patient’s bowel habits 
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were established very early in life, and§ main obje 
many of the patient’s attitudes toward§ tion of th 
himself and others were developed atf who has 
the same time. It is conceivable, theref riod is b 
fore, that such drastic surgery not only§ stresses o: 
causes an upset in daily routine, but it 
also upsets the patient’s emotional strue 
ture. The ease with which the person 
with a colostomy learns to live a healthy, 
happy, and secure social, emotional, 
and spiritual life depends greatly upon 
the nurse and her attitudes toward the 
patient and the results of his surgery. 

If the term, colostomy, and its impli 
cations are acceptable to the nurse she 
will convey this attitude to the patient 
and other members of the health team. 
The nurse, in order to teach the colos 
tomy patient and others of the health 
team, looks at this subject as a chal 
lenge to nursing care. Once this pro 
cedure and nursing plan become mere 
routine they lose their value to the 
patient. 

The rapport that is established be 
tween the nurse and patient on the very 
first day of admission to the hospital has 
much to do with the patient’s adjust ae 
ment. Although she is only one mem-| “PPier 
ber of the health team, the nurse can _— = 
be the liaison between the patient andj ™Y Tut 
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the other members of the team if she 
has a healthy emotional attitude toward 
the patient and the nursing problems 
associated with his care. The manner 
in which these patients react to the 
nurse is affected by the nurse’s approach 
to the problem as a whole. Empathy 
is important in the care of the patient 
with a colostomy. 

The nurse also works directly with 
the doctor in charge of the patient. It is 
essential that the nurse and the doctor 
have a thorough understanding and 
agreement about the proposed line of 
treatment and nursing care for the in- 
dividual patient. Each knows what the 
other has discussed with the patient so 
that their answers to the patient’s ques- 
tions are consistent. When all members 
of the team are pulling in the same di- 
rection—toward getting the patient back 
into the routine most natural for him— 
the patient will feel more secure. 

Under the most ideal circumstances 
the patient is admitted to the hospital 
by the surgeon three days to one week 
before surgery. The surgeon discusses 
with the nurse what the proposed sur- 


gery is likely to be, especially whether 
or not the colostomy is to be perma- 


nent. After the discussion of the pa- 
tient’s condition, nursing care, and 
treatment, it is the nurse's responsibil- 
ity, as well as the doctor’s, to begin 
preparing the patient to meet the in- 
evitable anxiety involved in the op- 
eration. Often the nurse finds that the 
doctor has already discussed the actual 
surgical procedure with the patient. If 
so, the nurse can go on from there, her 
main objective being the total orienta- 
tion of the patient. Usually, the patient 
who has a satisfactory orientation pe- 
tiod is better able to face the many 
stresses of the postoperative period. 


Preoperative Orientation 


In the preoperative orientation period 
the nurse tries to meet the total needs 
of the patient. If the patient is intro- 
duced to the members of the hospital 
team—the interns, student nurses, lab- 
matory technicians, nurses’ aides, grad- 
tates—he will feel much more a part of 
the health team. Similarly, the hos- 
pital personnel are more likely to think 
of this patient as a person rather than 
a a case or a number. Further, the 
turse should get to know the likes and 
dislikes of the patient well in advance 
of surgery; this will help her to meet 
his postoperative needs. 

The daily routine of the patient is 
important to him. If time is taken be- 
fore surgery to set up a daily plan of 
tursing care, and if the patient has a 
wice in this plan, he will be much 
happier postoperatively. The nurse 
woids making drastic changes in his 
taily routine, for this routine gives the 





H_ 1960 


patient that sense of security he seems 
to need so much. 

Another area which the nurse should 
discuss with the patient is diet. In the 
institution where the dietary depart- 
ment is very extensive, the nurse at- 
tends a conference between the patient 
and the clinical dietician. Of course, the 
doctor is consulted first about this so 
there is a continuity of thought regard- 
ing the preoperative and postoperative 
dietary regimens. If the likes and dis- 
likes of the patient are considered, 
especially in planning the postoperative 
diet, the patient’s appetite usually im- 
proves. 

The patient is informed that his diet 
can be, with few exceptions, the same 
as before. Gas-producing foods should 
be avoided, as well as any foods that 
tend to cause loose stools. 


The patient should understand the 
need for a well-balanced diet, which 
includes the basic seven foods. The 
doctor will usually place the patient on 
a regular diet and the patient will 
select, perhaps with help, his own foods 
just as all patients do. If the patient is 
instructed to try all foods he likes—but 
at a time when he knows he will not be 
away from home for any long period— 
he will do so. Then if the food should 
cause a “spill” no major catastrophe 
will occur and the patient’s sense of 
security will not be lost. Most colos- 
tomy patients will have many ques- 
tions about different foods. However, 
each patient is different, and no gen- 
eral statement can be made. The only 
generalization to be made here is that 
the colostomy patient should eat foods 
that tend to be more constipating. 

Gradually then, as each member of 
the health team takes an interest in the 
colostomy patient, better rapport is es- 
tablished and the patient usually begins 
to ask many questions. Of course, the 
sooner the patient asks questions the 
better. But the patient should never be 
rushed. Instead, the nurse observes 
every situation and is ready to assist the 
patient meet the anxiety that arises 
from time to time. Accurate recording 
of what the patient says, how he reacts 
to treatment and medications, and what 
his general attitude and condition ap- 
pear to be alerts the members of the 
team to the patient’s increasing needs. 

It is advisable, if at all possible, for 
the nurse to talk with the patient’s fam- 
ily before surgery, either in a planned 
conference or during regular visiting 
hours. The more informal meeting is 
more likely to establish rapport and 
improve co-operation between family, 
patient, and health team. It is the re- 
sponsibility of the nurse to answer as 
many of the family’s questions as pos- 
sible. It is important that the nurse as- 
sure the family from the start that the 


patient can live a normal, happy life, 
just as before. 

The nurse explains to the family that 
the patient is the same person as he 
was before the operation, that the only 
difference in him will be that he will 
evacuate the bowel in a new manner. 
In talking with the family it is im- 
portant that the nurse speak in a posi- 
tive manner and use language familiar 
to her listeners. She impresses upon the 
family the need for their co-operation 
and understanding. The nurse, if tact- 
ful, can be of great service to the medi- 
cal team by questioning the members 
of the family about the home situation. 
This can give the doctor a better idea 
of what to expect and what to propose 
in planning for the patient’s home care. 

In this discussion the nurse begins to 
lay the groundwork for the patient's re- 
habilitation to the home environment. 
Information about the number of per- 
sons in the family, the number of bath- 
rooms available, the number of persons 
in the family dependent upon this pa- 
tient, and the routine of an average 
family day can assist the doctor and 
nurse to prepare a realistic long-term 
nursing plan for the patient. At this 
presurgery conference the family is 
usually less apprehensive than they will 
be during and after the operation. The 
nurse might suggest that members of 
the family plan to see the irrigation 
done postoperatively; this will assist in 
the gradual psychological preparation 
of the family, as well as the patient. 


Open Rejection 


Often the family openly rejects the 
idea of a colostomy as much as, or more 
than, the patient does. If, however, the 
nurse and doctor prepare the family 
gradually and positively they usually 
begin to show genuine interest in help- 
ing the patient adjust to his situation. 

When the patient understands the 
nature of his condition he can begin 
his orientation to accepting the thought 
of evacuating his bowel in the new way. 
Generally, the doctor comprehensively 
discusses most aspects of the surgery 
with the patient, but occasionally the 
nurse is called upon to do this. She can 
do so by first discussing the patient's 
condition with the doctor, then gather- 
ing up-to-date information, pictures, 
and charts to use in the discussion of 
the surgical procedure with the patient. 
Her vocabulary should be on the pa- 
tient’s level of understanding. Repeti- 
tion of vital information gives the pa- 
tient added psychological benefit. 

If possible, a gastric suction machine 
is shown to the patient and its function 
and operation discussed briefly. Then a 
Levin tube is shown to him and the 
nurse answers any questions the patient 
asks about what he has seen. If the 
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surgeon uses a definite method for 
draining the perineal resection wound 
this, too, is discussed. If the patient 
sees the equipment before the operation 
he will be more likely to adjust easily 
to it postoperatively. 

The extent of the preoperative orien- 
tation period depends greatly upon the 
amount of time available, the age of the 
patient, the condition of the patient, 
and the patient’s attitude toward this 
new method of bowel evacuation. The 
attitude of the nurse toward this con- 
dition plays a vital role in helping the 
patient to adjust. 

On the morning of surgery the patient 
is usually given sedatives before going 
to the operating room. If the doctor ad- 
vises, a Levin tube is passed to estab- 
lish drainage of the upper gastroin- 
testinal tract so as to prevent pressure 
against the pending colostomy. 

While the patient is in surgery it is 
essential for the nurse to reassure the 
family, for the procedure can take a 
considerable length of time. If a perma- 
nent colostomy with perineal resection 
is done the patient may be in the op- 
erating room four hours or more. 

The initial postoperative care is the 
same as for any major surgery. The 
vital signs are checked frequently, and 
if drainage tubes are in place, they are 
connected to their respective containers. 
Usually a Foley catheter is inserted dur- 
ing the operation. The drainage of urine 
through the catheter is carefully ob- 
served and any sign of blood is re- 
ported immediately. 

Frequently the first 
tient asks after he 


question the pa- 
returns from the 
operating room is, “Did the doctor really 
do a colostomy?” Or he puts his hand 
to the abdominal area in an effort to 


learn what has taken place. The nurse 
at this point reassures the patient that 
the surgery was performed and begins 
quietly to answer the many questions 
he asks. The nurse will want to confer 
with the doctor on the points that he 
plans to discuss with the patient and to 
discuss the subjects she has the ability 
and right to explain. 

Generally, intravenous fluids are 
given over a period of three to four 
days. An accurate record of intake and 
output of fluid is essential for main- 
taining fluid and electrolite balance. 
The patient’s daily requirements for 
vitamins and minerals are added to the 
intravenous fluids. Accurate estimation 
of the drainage from the perineal 
wound is also required to help the doc- 
tor replace the correct amount of fluid 
lost. During the time the patient is on 
intake and output it is well that he 
understand why it is necessary, to pre- 
vent the serious emotional reactions that 
may arise if he is not prepared for this. 
It also helps if the patient’s family is 
aware of why intake and output is 
recorded. 


Symptoms 


The symptoms presented by this pa- 
tient are also vital in the postoperative 
nursing care plan. If the patient has 
severe pain at any time, in any area, 
this is reported and recorded. A sud- 
den onset of nausea and vomiting may 
indicate bowel obstruction. Another 
complication, evisceration, may occur 
immediately after the operation, or a 
few days to a week later. Excessive 
bleeding can also occur; it is another 
complication that close observation and 


Top Row: Urinal, irrigation can, gauze squares, graduate pitcher; Bottom Row: 
Emesis basin, rectal tube and ball, hemostat, abdominal pads (combine roll). 





recording can prevent or control. 

Some of these patients have their 
lights on continuously when the n 
is not in the room. These patients : 
expressing many anxieties to the n 
in this manner. Again the nurse shot 
be a good listener. To some patien 
she becomes the mother figure, the on 
to whom the patient can express hi 
problems. 

The amount of dependency many ¢ 
these patients display is surprising. Fe 
example, one very meticulous, domi 
neering, and independent patient su 
denly became very careless, helples 
and depressed during the postoperati 
period. The stresses of the surgery ang 
her situation brought about a serio 
emotional change in her. This is jus 
one example of what can and does hap 
pen to these patients. Each expresse 
his anxiety in a different manner. It j 
therefore necessary for the nurse to bf 
very observant and alert to moo 
changes. 

Within three to four days after th 
operation the many drains, clamps, anf 
dressings are removed, and the patien 
gradually becomes adjusted again 1 
taking food orally. A nursing plan fa 
this patient helps to get him on 
schedule. The areas with which th 
nurse is concerned for this partic 
type patient are those of skin ca 
dressings, diet, irrigations, and perine 
wound care, in addition to the areas ix 
volved in any major surgery. 

As soon as the colostomy clamp h 
been removed, the patient will begi 
evacuating via the new opening. 
matter how much psychological prep 
aration the patient had previously, th 
first so-called “spill” is very traumati 
ing to the patient. The reaction on th 
part of the nurse to this event can } 
one of comfort to the patient or it ca 
be one of great upheaval. Any faci 
grimace from the nurse during dressing 
changes, the slightest exhibit of disg 
can make a lasting impression on th 
very susceptible mind of this patien 
If, however, the nurse enters the room 
in a manner which makes the patiesl 
feel needed, wanted, and a part of thé 
hospital team, the impression can b¢ 
very beneficial. 


Removal of Clamp 


During the interval between the timé 
the clamp is removed from the colo 
tomy and the time the irrigations ar 
begun the patient, family, and som 
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times members of the health team, need, 


much reassurance that these “spills 
can be controlled sufficiently to permil 


a normal life. For example, not long 
ago I walked into a room and saidj, 


“Good morning, how are you toda 
The reply was, “I'm fine except fe 
this and this.” The patient was pointin 





to the abdominal wound and the 
ineal wound in a very disturbed 
manner. This was my clue to give more 
explanation and reassurance. He needed 
to be told that these “spills” would 
Ould probably cease after the irrigations be- 
ent gan and he would probably be feeling 
much better. However, it is essential 
that the nurse not make too light of the 
situation, because the patient then feels 
that he is “just another” person with a 
colostomy. 
domij The first time the nurse changes the 
t sud§ dressing she has an opportunity to do 
Iple some health teaching. Often the patient 
rativ@ js reluctant to watch the procedure and 
Y an@may sink into a period of day-dream- 
€rl0Ug ing or depression. The nurse at this time 
iS Ju identifies the problem and does some- 
s hap§thing about it immediately. 
resse@ The actual procedure for applying 
_ It ifdressings and giving maximum security 
to Dito the patient can be a very simple yet 
m00@ important procedure. First of all, the 
skin area is cleansed of all drainage. 
er tig Soap and clean water can be used very 
dfectively for this. If an ointment of 
some type is needed to protect the skin 
area around the stoma, zinc oxide or 
aluminum paste is effective. Vaseline 
gauze may be placed on the mucous 
membrane of the stoma to prevent irri- 
“tation but should never be placed on 
Hthe skin area. Vaseline on the skin 
mly leads to softening of the tissue and 
breakdown of the area. 

The nurse follows the advice of the 
ha doctor in the use of ointment. After 
gMthe area has been thoroughly cleansed, 

dressings consisting of cottonballs are 
placed over the stoma to protect it, then 

tg several fluffed gauze squares over which 
imatifjae placed two or more abdominal 
on tifipads, depending upon the amount of 
can MGdrainage. Montgomery straps or a 
it Caisultetus binder may be used to hold 
faci the dressings in place. The patient can 
ressiifibe taught very early to change the 
isgusiressing, thereby gaining security and 
on tifindependence in this activity. The 
atienti dressings need not be sterile but should 
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> rootihe clean. Careful supervision and as- 
atiemiiistance by the nurse during dressing 


of thilchanges will help the patient to gain 


an béan added feeling of security. 

If the doctor orders irrigations, they 
will usually begin five to seven days 
ifter the operation. Even though the 
patient had been oriented to the pro- 
«dure previous to surgery, certain 
‘spects will need repeating. Such fac- 

jors as time, place, solution, amount, 
nd procedure require discussion many 
limes during the rehabilitation period. 

The time of the irrigations is worked 
jut according to individual patient 

.jmeeds. Any time during the day is all 
fight provided it is approximately the 
ame time each day it is done. Usually 

_@very 48 hours is sufficient to control 

@ patient; with some patients, every 


Here a rectal tube is being inserted two 
or three inches into the stoma opening. 


72 hours may be sufficient to prevent 
“spills.” 

Not only is the time of the irrigation 
relatively important, but the length of 
time it takes to do the irrigation is also 
important. It is necessary to impress 
upon each patient that the more relaxed 
he is the better return he will have from 
the irrigation. Therefore, it should be 
done at a time when there will be few 
interruptions. The length of time 
needed varies with each patient, taking 
anywhere from 30 minutes to perhaps 
three hours. The nurse never sets a 
definite time period for this procedure. 
Further, the patient’s family should be 
well aware of this problem and attempt 
to give the patient all the privacy and 
time possible on the day of irrigation. 


Psychological Security 


The purpose of the irrigations is to 
cleanse the bowel of fecal material and 
thereby insure the patient a period free 
of “spills.” The psychological security 
he receives by knowing this often allays 
many fears. The patient must be aware, 
however, of the fact that certain emo- 
tional reactions can cause changes in 
peristalsis and may cause a “spill” be- 
tween irrigations. The nurse should 
not deceive the patient; she should not 
say that all will be well with irrigations. 
The patient will find out eventually 
that the nurse was wrong. Being as 
direct as possible with the patient is 
better than cutting corners to save 
explanation. 

The patient is told about every con- 
ceivable aspect of the care of the co- 
lostomy. Yet the nurse must explain this 
to the patient in such a manner as to 
prevent fear. There will be times when 
the patient will not be too receptive 
to the explanations. If and when this 
happens the nurse should be under- 


standing; she must be willing to repeat 
the explanations. The nurse remembers 
here, as with all teaching, to go gradu- 
ally and not push. If the patient is 
pushed too rapidly, before he is ready 
to listen, a blocking mechanism may 
result and nothing will reach the pa- 
tient. On the other hand, the patient 
may literally hear or comprehend only 
those things that are pleasing to him. 

The type of solution used for these 
irrigations is, of course, determined by 
the patient’s doctor. The most common 
solutions used are tap water and normal 
saline. The temperature of the solu- 
tion should be lukewarm, and is tested 
by pouring the solution over the wrist. 
In the hospital situation the tempera- 
ture will be approximately 100° F. to 
105° F. 

The amount of solution again varies 
with the patient. He usually begins by 
using 500 cc. and it is increased to 
2,000 ce. It is best to give only 500 ce. 
at intervals during the first few irriga- 
tions to be sure everything is in work- 
ing order. Some colostomy patients have 
been known to irrigate with as high as 
3,000 cc. to 4,500 cc. This is usually 
considerably more than needed. Gen- 
erally 2,000 cc. is sufficient to control 
the patient for 48 hours. 

Again, the place in which this irriga- 
tion is done will vary with the patient. 
In the hospital the procedure is done 
the first few times with the patient in 
bed. As the patient begins to gain 
strength, he gradually becomes more 
active and can get out of bed and into 
the bathroom for the irrigation. In the 
home the place varies with the facil- 
ities available. 

The procedure, which is very similar 
to an enema, should be thoroughly ex- 
plained to the patient. Here again the 
more knowledge the patient has of the 
why’s and wherefore’s, the more assured 
he appears to be. There are many 
methods of performing this procedure 
and many different pieces of equip- 
ment available for doing it. 

One method is to have the patient 
(who previously has been prepared psy- 
chologically for the procedure) either 
turned on his side or allowed to sit up 
in a comfortable chair in the bathroom. 

The equipment to be used should be 
ready, and consists of one enema can 
with five feet of rubber tubing attached; 
to this tubing is added a glass adaptor 
and a number 20 or 22 French rectal 
tube. On the rectal tube is a hard rub- 
ber ball—approximately three inches in 
diameter—which has a small opening 
through the center for the rectal tube 
to pass. The nurse also has an emesis 
basin, urinal or mason jar, and bedpan 
ready to collect the return flow. The 
emesis basin and urinal are labeled, 
“For Colostomy Only.” The nurse keeps 
plenty of old newspapers available on 








which to place soiled dressings. 


Dressings Removed 


Once the patient is comfortable and 
all the equipment is assembled, the 
dressings are removed. Then the enema 
can is placed on an intravenous stand- 
ard approximately 18-24 inches above 
the level of the stoma. The air is ex- 
pelled from the tubing and the rectal 
tube is inserted very gently two or 
three inches into the stoma opening. 
If the nurse meets any resistance at 
this point, it is best that she allow a 
little of the solution to pass through 
the tubing into the stoma, breaking up 
the fecal material. If more difficulty is 
encountered, the doctor should be noti- 
fied immediately. Once the rectal tube 
is in place, the rubber ball is pressed 
firmly against the stoma to prevent the 
return flow of water during peristalsis. 
The emesis basin is placed against the 
abdomen under the stoma to collect 
any drainage that may occur. If cramp- 
ing occurs as the solution is being given, 
the tube is clamped until the discom- 
fort leaves. After all of the solution 
has been given, the rectal tube is re- 
moved between peristaltic waves, when 
possible; the urinal is then placed over 
the stoma to collect the drainage. It is 
important that the character of the re- 
turn flow be recorded accurately on 
the patient’s record. 

The care of the perineal wound, if an 
abdominal perineal-resection is done, 
varies with the doctor in charge of the 
patient. Many times the patient will ac- 
tually have more discomfort from this 
area than from the abdominal wound. 
Here again encouragement and em- 
pathy are most helpful to the patient. 
Simple explanation of the reason for 
this extensive wound and explanation 
of the reason for its healing from the 
inside out gives the patient some en- 
couragement. 

Comforting measures such as the use 
of rubber rings and soft rubber-cov- 
ered pillows on which to sit will help. 
Often the doctor will order perineal 
wound irrigations or a sitz bath, which 
is usually very soothing to the patient. 
Dressings to this area must be changed 
frequently. Gauze squares or large cot- 
ton balls with an abdominal pad are 
usually sufficient for this area. The 
dressing is held fh place easily with a 
T-binder; it is best with underpants. 

As the patient continues to gain 
strength he will become more active 
in his own nursing care plan. By the 
end of the eighth postoperative day the 
average patient is taking an active part 
in the rehabilitation program. To ac- 
complish any part of this, however, 
there must be adequate physical and 
psychological preparation from the be- 
ginning. In fact, the preparation will 








have begun in the doctor's office. 

Before the patient leaves the hos- 
pital and after he has had considerable 
experience with the colostomy, it is 
well for the patient to meet someone 
with a colostomy who has made a good 
adjustment. If this is done too early 
in the postoperative period, the benefits 
are not too great; however, if done at 
the appropriate time, the benefits are 
tremendously valuable. 


Important Responsibility 


In this teaching situation the nurse 
has great responsibility in choosing the 
right well-adjusted colostomy patient 
to visit her patient with the new co- 
lostomy. The nurse gains perhaps as 
much from these visits as the patient. 
The mere fact that the patient has met 
just one more person in the same situ- 
ation is encouraging to him. The visit- 
ing patient with a colostomy should be 
one of relatively the same social status 
and with a comparable job so that he 
meets the needs of the present patient. 

During the entire rehabilitation pro- 
gram in the hospital the nurse is aim- 
ing at the long-term care of the patient. 
If this is kept in mind from the begin- 
ning the patient is often ready to leave 
the hospital in three weeks to a month. 
The patient without complication in 
some other area and without an 
age problem can usually return to the 
job previously held at a time the doctor 
sets. The recovery program at home 
varies with the condition of the patient 
and the doctor's plan. Whatever the 
plan, whether a return to work or 
retirement, the patient must be en- 
couraged to engage in as many social 
situations as possible. By the time the 
patient leaves the hospital, the irriga- 
tions should be controlling the amount 
of fecal drainage the patient has. 

The patient will probably not need 
more than a small dressing over the 
stoma with a piece of plastic over this. 
The dressing can be held in place with 
a foundation garment for women and a 
support for men. This small dressing 
gives the patient a sense of security 
since it can be changed easily and can 
be free of odor. No outsider ever need 
know about the colostomy. By this time 
the patient will be learning what foods 
he can eat and which ones are not too 
helpful. The family will be adjusting 
also. 


Review of Care 


Before the patient actually leaves the 
hospital, the nurse reviews with him 
all aspects of this care: irrigations, diet, 
activity, dressings, etc. The patient is 
given plenty of time to ask questions, 
and the nurse should check with the 
doctor on any areas in question. The 












nurse will also instruct the patient and 
family about getting irrigating equip. 
ment for the home. None of the equip. 
ment need be elaborate, just something 
that meets the needs of the individual 
The care of the equipment at home is 
important also, but again this varies 
with the patient. 

In many instances the public health 
nurse in the community will be notified 
about this patient and the nursing plan 
will be discussed with her. This is not 
to make the patient feel inadequate 
but to give assurance. If some prob 
lem should arise in the home, the pub. 
lic health nurse will be available to 
answer questions. 

It is extremely encouraging to see 
these patients return home to normal 
happy, and healthy lives. For example, 
one patient cared for under this general 
plan returned to her position as secre 
tary to the president of a large glass 
firm; yet another patient returned to his 
important job of gardening on a large 
estate. One school teacher resumed ful 
family responsibilities, camping activity, 
and teaching the third grade after a 
six months’ rehabilitation. A happy 
housewife managed her home and went 
on fishing trips in northern Michiga 
with her husband and family. Ano 
patient, a salesman, is back on his job 
full time, and just as active as before. 

These are just a few examples 
what can be done in this area of nurs 
ing care. It is a challenge as well as an 
education for the nurse. With each co 
lostomy patient comes a new nursing 
problem, and with each new problem 
there is generally a solution. Many d 
the patients become so well adjusted 
that they become real authorities o 
the subject. 

In summary then, we see that it i 
possible to say that most of these pe 
tients, if prepared physically and psy: 
chologically in all areas, will accept the 
fact that they have colostomies and wil 
adjust to their new situation. 
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T GENERAL HOSPITAL it was 

customary to admit six children to 
the pediatric department twice each 
week for tonsillectomies. The children 
stayed one night in the hospital after 
surgery and were discharged the next 
morning, barring complications. 

Because this hospital felt it would 
be economically unsound to enlarge the 
permanent night shift by employing an 
extra staff nurse simply to obtain addi- 
tional nursing coverage on the two 
nights each week when the patient cen- 
sus of the department included six chil- 
dren whose tonsils had just been re- 
moved, the regular night shift of the 
pediatric department — consisting of 
three staff nurses—was expected to per- 
form whatever additional nursing serv- 
ices were required by reason of the fact 
that six of the patients were just back 
from surgery. 

Miss Ellis, in charge of the pediatric 
department on the 11:00 P.M.-7.00 
AM. shift, dreaded the nights when 
T & A (tonsillectomy and adenoidec- 
tomy) patients were there. They were 
often quite uncomfortable, and _ their 
restlessness caused the other children 
in the ward to sleep less well than usual. 
Crying and complaining by the fresh 
T & A’s was to be expected, and these 
patients invariably required a great 
deal of time and special attention from 
the nurses. 


A Difficult Night 


Wednesday was such a night. Even 
as Miss Ellis came on duty, she was 
aware of the restlessness of her depart- 
ment. The hurried footsteps of the nurs- 
és, the whimpering of one small child, 
the hungry cry of an infant suddenly 
stopped by the insertion of a nipple in 
his mouth, the loud angry wail of pain 
fom one of the T & A patients—all 
blended together in a blurred sound 
which to her signified the onset of a 
typical T & A night. 

As the night progressed, the nurses 
made every effort to meet the needs of 


their small charges. As Miss Ellis had 
anticipated the tonsil patients were 
even more than usually restless, noisy, 
and demanding—that is, all except one. 
Jimmy, age four, slept quietly and 
soundly throughout the night. The 
nurses, although they had to work with 
other patients near him, skillfully 
avoided awakening him. They felt that 
uninterrupted sleep would be the best 
possible thing for him, and they were 
grateful for the fact that at least one 
child was giving them a little peace. 

Miss Ellis had been just as busy as 
everyone else during the night. In addi- 
tion to her administrative duties, she 
had been doing treatments and giving 
medications. 

At six in the morning the tempo of 
the department increased. It was tem- 
perature-taking time, and 48 faces and 
96 hands had to be washed before 
breakfast. Bedpans had to be provided 
for some patients and ambulatory trips 
to the bathroom by the others had to 
be supervised. Also, this was the time 
Miss Ellis always made rounds to her 
patients. This left her enough time to 
chart pertinent information for the day 
personnel before she went off duty at 
7:00 A.M. 

While making rounds Thursday morn- 
ing, Miss Ellis observed that Jimmy 
appeared to be still sleeping soundly, 
despite the fact that the children near 
him were all awake and noisy. She went 
over to his crib and spoke to him softly, 
gently putting her hand on his shoulder, 
asking him as she did so if he did not 
want to wake up and get ready for 
breakfast. Jimmy opened his eyes mo- 
mentarily. Then, very tiredly, he closed 
them and turned his head to one side. 

As he turned, Miss Ellis noticed a 
thin trickle of bright red blood coming 
from the corner of his mouth. Instantly, 
and with mounting alarm, she reached 
over to feel his pulse. As her practiced 
fingers found the radial artery and felt 
the rapid, thready beat pulsating there, 
her experienced eyes observed the pale, 
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waxy appearance of his skin. Her im- 
mediate thought was hemorrhage! And 
as her senses were reacting to the symp- 
toms which she was observing, Jimmy 
retched and weakly vomited a copious 
quantity of dark-colored fluid which 
cascaded over the sheet onto the floor. 


Emergency 


Emergency treatment was instituted 
at once. Jimmy was returned to the op- 
erating room where he was anesthe- 
tized and the bleeding tonsil fossa was 
sutured. He was given transfusions of 
whole blood to replace what he had 
lost and was kept in the hospital an- 
other five days under careful observa- 
tion, after which he was discharged 
with no ill effects. 

The doctor had told Jimmy’s parents 
that he expected to discharge the boy 
the day following the surgery, and 
they made a point of asking him why 
and how their son had suffered such 
serious and totally unanticipated con- 
sequences as a result of the operation. 
They rather plainly inferred that the 
doctor must have bungled the job and 
that they did not expect to let the mat- 
ter drop. They knew from the hospital 
bill that Jimmy had been taken back 
to the operating room and anesthetized 
the day following the one on which his 
tonsils were removed, and they indi- 
cated their feeling that this could hard- 
ly have been necessary if the surgeon 
had done his work properly in the first 
place. 

As much because he felt it to be his 
ethical duty to be forthright and honest 
with the parents as because he wanted 
to refute what he considered to be an 
unjust criticism of his work, the sur- 
geon promised to look into the matter 
and to give the parents a frank and 
complete report of whatever he might 
find. 

He told Jimmy’s parents that their 
son had come through the operation in 
fine shape. The laboratory report had 
showed he had a slightly slower than 
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normal coagulation time, but so nearly 
normal that the continuous ice-collar 
the surgeon had ordered should have 
adequately controlled the bleeding. He 
admitted that he could not understand 
why the child lost as much blood as 
he did before the hospital called him, 
but cautioned the parents that there 
was undoubtedly a satisfactory explana- 
tion for this and that they should re- 
frain from any accusations until they 
got the full facts. 

The doctor was as good as his word. 
His investigation disclosed, and he 
promptly relayed to Jimmy’s parents, 
the following facts: Jimmy had come 
down from the operating room about 
4:00 P.M., drowsy and wearing a fresh- 
lv filled ice-collar. The collar was re- 
filled at 6:00 P.M. By 8:30 P.M. Jimmy 
had thrown off the effects of the gen- 
eral anesthesia and had some _ ice- 
cream, which he seemed to enjoy. He 
was not then hemorrhaging, as would 
have been indicated by his color, spit- 
ting of blood, or frequent swallowing. 


The ice-collar was refilled at 9:00 
P.M., he was given a sedative, and 
settled for the night. The only entry 


on his chart between 9:00 P.M. and 
6:15 the following morning, when Miss 
Ellis discovered his critical condition, 
was: “11:00 P.M. Sleeping quietly, no 
complaints.” The ice-collar had not 
been refilled, his pulse had not been 
taken, his color and swallowings had 
not been checked or noted—apparently 
for fear these things would awaken him, 
or because the staff nurses had been 
busy responding to the more obvious 
needs or vociferous complaints of the 
other patients. 

Miss Ellis usually assigned each of 
her nurses to a specific group of patients 
since the patients were children, most 
of whom would be unable to signal 
their needs. However, on T & A nights 
she did not make specific assignments 
because, in view of the extra nursing re- 
quirements of the first-night postopera- 
tive children, she wanted every nurse 
to be available when and where needed, 
without regard to assignments. 

Because Jimmy appeared to be sleep- 
ing comfortably no nurse’s attention was 
called to him, and each nurse appar- 
ently assumed that some other nurse 
had given him the routine care he 
needed — refilling of the  ice-collar, 
checking of the pulse, and critical obser- 
vation of his color, spittings, and swal- 
lowings. 

In view of the circumstances it would 
have been advisable for Miss Ellis to 
have made rounds several times during 
the night, but because of her adminis- 
trative duties and the fact that she was 
required to attend to two critically ill 
patients on several occasions that night, 
she had been unable to make rounds 
before 6:00 A.M., at which time she 
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had promptly discovered Jimmy’s con- 
dition and initiated the treatment which 
saved his life. 


Legal Remedy 


When the surgeon completed his re- 
port to the parents they were outraged, 
and the fact that he obviously expected 
them to accept “shortage of qualified 
nurses” as a sufficient explanation for 
what almost cost the life of their child 
added to their feelings of outrage. 
While their own son’s life had been 
spared, and the additional hospital bill 
did not particularly disturb them, they 
wanted to do whatever they could to 
prevent the jeopardization of some other 
child’s life or health, When they noted 
the apparent complacency of the sur- 
geon and of the hospital’s administrator 
—a kind of ‘cest la guerre’ attitude 
coupled with a mild resentment against 
nurses as a group because so many of 
them have abandoned hospital nursing 
as a result of the chronic inability of 
hospitals to pay them a living wage— 
they repaired to the office of the family 
lawyer to see what they might be able 
to accomplish by legal action. 

The lawyer told them this: “When 
vou took your son to the hospital and 
arranged for his admission for a ton- 
sillectomy, a contract was created be- 
tween you and the hospital. By the 
terms of that contract the hospital as- 
sumed legal responsibility for providing 
the accommodations and services for 
which you agreed to pay. Even though 
nothing was said with respect to the 
quality of the accommodations and 
services, you were entitled to assume 
that they would be up to approved 
standards. By accepting your son as a 
surgical patient and since there was no 
emergency involved, the hospital rep- 
resented to you that it was equipped 
and staffed to provide the care he would 
normally be expected to require. 

“From what you have told me, I 
cannot say whether or not the hospital 
has lived up to its representation. If 
it gets to the point of litigation, this 
question might have to be decided by 
a jury after they have heard testimony 
from experts. If the experts on both 
sides agreed that three staff nurses were 
insufficient to give adequate nursing 
care at night in a 48-bed pediatric ward 
when 6 patients were fresh from sur- 
gery, there would be no problem. But 
if the experts disagreed, it would be 
up to the jury to determine which ex- 
pert should be believed. 

“It would not be the function of the 
jury to decide on its own what numbers 
of nurses should have been provided, 
since this decision would require more 
knowledge and experience than the 
jurors possess, but it would be the func- 
tion of the jury to pass upon the credi- 


bility of the conflicting experts by 
applving common-sense tests. The jur 
ors should compare the education, 
training, and experience of the experts 
in the particular field under inquiry, as 
well as the candor and impartiality of 
their answers, especially under cross. 
examination. 

“If it should be decided that the hos- 
pital failed to provide adequate nurses 
and that this was the reason for your 
son’s unfortunate experience, the hospi- 
tal would be liable in damages for 
breach of contract. 

“On the other hand, if the provision 
of three staff nurses on the night shift 
met approved standards, the hospital 
would not be found at fault for having 
accepted Jimmy as a patient for the 
elective surgery, nor would the surgeon 
be subject to suit for having undertaken 
to perform the surgery in that hospital, 
as he might have been if he had sent 
the patient there knowing that the hos- 
pital’s nursing staff was inadequate to 
give the necessary preoperative and 
postoperative care and attention. 


Negligence 


“Regardless of whether the nurses 
were adequate in number or not, it 
certainly seems clear that Miss Ellis 
was negligent in their direction and 
supervision. If we accept the surgeon's 
explanation, the continuous ice-collar he 
prescribed would have prevented the 
hemorrhage. Even if it would not have 
done so, the fact that it was ordered 
should have alerted Miss Ellis to the 
possibility of excessive bleeding. Conse- 
quently she should have given appro- 
priate instructions with respect to Jim- 
my’s need for careful observation and 
seen to it that these instructions were 
carried out. This does not mean that 
Miss Ellis must assume legal responsi- 
bility for the negligence of the nurses 
under her supervision. She is not their 
employer, and their negligence is not 
imputed to her. What she is legally 
liable for is her own negligence—the 
failure to do what a reasonably compe 
tent and careful supervisor would have 
done under the same circumstances. 

“This particular hospital is a non- 
profit institution, and in the state where 
it is located such hospitals, although 
liable for breach of contract, are not 
liable for the negligence of the nurses. 
If it has an adequate number of nurses, 
adequately trained for the duties as 
signed to them, it has met its contract- 
ual responsibility to the patient so far as 
nursing care is concerned. If one of 
those nurses is negligent in the perform 
ance of that duty and some patient is 
injured as a result, the patient will have 
to look to the nurse whose negligence 
harmed him. 

“Under the circumstances, I do not 
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ecommend suing the hospital. It would 
involve some trouble and expense to 
gcure the opinion of an expert as to 
the adequacy of the number of nurses 
ovided on the night shift in the pe- 
diatric department. It would also re- 
quire us to prove that the paucity of 
those nurses was the cause of Jimmy’s 
difficulty, and the jury may well find 
that even if the number of nurses was 
insufficient, the real cause was the lack 
of adequate supervision by Miss Ellis 
over the number she had. 

“In my opinion, you have valid 
grounds to sue Miss Ellis. Whether or 
not you wish to do so is a matter for 
your decision. I do not know the extent 
of her savings, or whether she carries 
malpractice insurance, so I cannot pre- 
dict whether any judgment you may 
obtain against her would be collectible. 
Whether collectible or not, it certainly 
would not help her future career in 
nursing. 

“I should also caution vou that, in 
view of Jimmy’s fortunate recovery, you 
should not contemplate any great award 
of damages, and the jury may be ex- 
pected to be considerate of Miss Ellis 
because of the wonderful job she did 
once she discovered the almost fatal 
result of her neglect to supervise ade- 
quately the conduct of the staff nurses 
under her.” 

Actually, the parents had regarded 
Miss Ellis as the person who saved their 
son’s life. This was the first time they 
had considered the possibility that it 
may have been her deficiency as a su- 
pervisor, the night their son was in her 
ward, that almost cost that life, In the 
end, their gratitude to her prevailed 
and they decided to take no legal action. 

Perhaps some good came from the 
near-catastrophe after all. It is all well 
and good to pontificate upon the pro- 
fessional duties and responsibilities of 
nurses and supervisors, but it is a mis- 
take to forget that nurses are human 
and, as such, subject to occasional 
lapses from the exceedingly high stand- 
ards of conduct that their profession has 
imposed upon itself. In fact the hospi- 
tal subsequently did obtain for the night 
shift duty on T & A nights a nurse 
especially experienced in the postopera- 
tive care of children with fresh tonsil- 
lectomies, and she was specifically 
assigned to their care. , 


Suggested Reading: 


Creighton, Helen, Law Every Nurse Should 
Know (Philadelphia: W. B. Saunders 
Company, 1957). 

Hayt, Emanuel, Hayt, Lillian, et al., Law 
Of Hospital, Physician, and Patient 
(New York: Hospital Textbook Co., 
1952). 

Scheffel, Carl, and McGarvah, Eleanor, 
Jurisprudence For Nurses (New York: 
Lakeside Publishing Company, 1945). 





NURSING WORLD Reports 


(continued from page 7) 


in Squaw Valley, four stations outside 
the Valley, a pharmacy, and a central 
supply station. 

During the Games and _ training 
periods, 20 skiing doctors will be avail- 
able; of these, 10 will patrol the slopes 
regularly, accompanied by ski patrol- 
men versed in first aid. Medical care 
will be available without charge to con- 
testants, officials, employees, and vol- 
unteers. Spectators will also be given 
free care, on an initial emergency basis, 
including 24 hours without charge at 
the Olympic Hospital. 


NFLPN Pin 


Membership Pin—During the Tenth 
Annual Convention of the National 
Federation of Licensed Practical Nurs- 
es it was announced that the Federa- 
tion had a pin for its members, which 
may be purchased through the Federa- 
tion headquarters office, 250 West 57th 
Street, New York 19, N. Y. The pin is 
14 kt. gold and oval in shape. It bears 
the NFLPN seal in dark blue, white, 
and gold. 


Identification 


Footprinting—Legible footprinting of 
infants at birth is a positive means of 
identification vital in cases where law 
enforcement has an interest, J. Edgar 
Hoover claimed. Such cases involve 
kidnaping, abandonment, or unex- 
plained death as well as those cases 
when a question is raised by parents 
as to the identity of a child. Mr. Hoover 
said that footprinting should not re- 
place other methods of identifying in- 
fants—such as bracelets carrying the 
baby’s name—but should supplement 
these methods. He also advised inaug- 
urating brief footprinting courses in 
all nurses’ training schools. 


A.N.C. Courses 


During Fiscal Year 1960, qualified 
Army Nurse Corps officers will be 
offered the opportunity to take long- 
term professional specialty courses in 
“Anesthesiology,” “Maternal and Child 
Health Nursing,” and “Operating Room 
Nursing (Basic and Advanced).” The 
courses are open to Regular and 
Reserve Army Nurse Corps officers 
who have been on active duty at least 
one year at the time they enter the 
course. 

“Anesthesiology” will be given for 
52 weeks and followed by a year of 
clinical training as a staff anesthetist 
and two years of obligated service. 

The “Maternal and Child Health 


Nursing” course will be given for 22 
weeks, and calls for one year of 
service. It is designed to prepare 
junior Army Nurse Corps officers for 
beginning staff duty in obstetrical, 
pediatric, or related clinics. 

One year of service is also required 
of those taking the twenty-two-week 
“Basic Operating Room Nursing” 
course, which will train junior officers 
in operating room and central mate- 
rial service duties. The “Advanced 
Operating Room Nursing” course lasts 
36 weeks, and will train officers as 
operating room supervisors. 

Twelve professional short courses, 
including “Management of Radioiso- 
tope Clinics,” “Surgical Nursing,” and 
“Advanced Orientation on Medical 
Aspects of Chemical Warfare,” are 
open to Army Nurse Corps officers, 
as well as for Navy and Air Force 
nurses. 

Further details are available in DA 
Circular 621-30, dated June 3, 1959, 
and in DA Circular 621-31, dated 
June 10, 1959. 


Annual Professional Lecture 


The American Association of Indus- 
trial Nurses has established an annual 
professional lecture devoted to various 
aspects of industrial nursing practice 
and theory. 

The lecture, named in honor of Cath- 
erine R. Dempsey, first AAIN presi- 
dent, will be delivered each year at 
the Conference of the American Asso- 
ciation of Industrial Nurses, which is 
held in conjunction with the national 
Industrial Health Conference. 

Miss Dempsey, one of the principal 
organizers of the AAIN, recently re- 
tired after 27 years of service with the 
Simplex Wire and Cable Company in 
Cambridge, Massachusetts. 


Individual A.N.A. Memberships 


Twenty-five American nurses work- 
ing in 13 countries in Europe, Africa, 
the Near and Far East, and Latin and 
Central America have become individu- 
al members of the American Nurses’ 
Association. This form of membership 
was approved by the House of Dele- 
gates at the 1958 American Nurses’ As- 
sociation Convention. The only A.N.A. 
sections not represented in this group 
of members are the office nurses and 
private duty section. 

Qualified nurses who have established 
residences abroad where there is no 
constituent unit of the A.N.A. may ap- 
ply for individual membership by writ- 
ing to Mrs. Kathleen M. Sward, R.N., 
American Nurses’ Association, 10 Co- 
lumbus Circle, New York 19, N. Y. 
Annual dues are $7.50. 
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Progressive Patient Care 


(continued from page 12) 


ment by involvement, the adapting of 
round pegs to round holes, the relation 
of cost and charges, and, finally, the 
importance of the individual in this 
complex society of ours. 

Those of us who are concerned with 
the administration of hospitals must 
continue to study the subject with un- 
remitting energy. Since new discoveries 
and improvements in medicine occur 
daily, techniques of administration must 
keep pace. To close our minds to 
newer or different methods and im- 
provements, to be unwilling to search 
out better procedures and put them 
into practice—thus depriving the patient 
of better care—cannot be considered as 
anything less than a critical neglect of 
duty. In our democratic system every 
person is entitled to the best and most 
advanced medical care possible, and 
this can only be obtained and provided 
if the whole hospital group works 
together, striving to raise standards 
medically and administratively. Thus 
will our constant goal—better patient 
care—be achieved for voung and old 


alike. 


Mission of Mercy 


(continued from page 13) 


personnel teams, the League Secretariat 
and its delegation in Morocco will have 
to expect expenses of approximately 
$25,000 over a six-month period if the 
program continues as presently con- 
templated. By the 11th of January, 
$11,039 had been received by the 
League toward this cost from Red 
Cross societies in the following coun- 
tries: United States, Australia, India, 
Ireland, Liechtenstein, Monaco, and 
New Zealand. 

As part of its social assistance pro- 
gram the Moroccan government is pro- 
viding food for the victims. However, 
there is a pressing need for warm 
undergarments, since warmth is a vital 
factor in the treatment of the victims. 
Professor Gingrac has signalled a need 
for (1) socks for men and stockings 
for women and children; (2) two-piece 
long underwear—50 per cent wool—for 
men and children of all age groups; (3) 
knee-length underpants, undershirts 
with full-length sleeves, and long under- 
skirts—also 50 per cent wool—for wom- 
en. A minimum of two sets of socks, 
stockings, underwear, and underskirts 
are required for each victim. 


U. S. Contribution 


The American Red Cross donated 
$5,000 for the care of patients and ap- 
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proximately $5,000 for children’s 
underclothing. The latter was purchased 
by the American Red Cross Children’s 
Fund from American Junior Red Cross 
disaster supplies stockpiled in Europe. 

Two American nurses were sent to 
Meknes on a three to six month as- 
signment. They are Miss Barbara Joan 
Sebasky of Taylorville, Illinois, and 
Miss Marie Riepenhoff of Miller City, 
Ohio. Both are graduates of St. Mary’s 
College, Notre Dame University, and 
worked at St. Bartholomew’s Hospital 
in London, England, last year. Besides 
working with the victims themselves, 
the two nurses will help train Moroc- 
cans to care for the patients. They were 
sent to Morocco by the American Red 
Cross in response to an appeal from 
the League of Red Cross Societies and 
the World Health Organization for 
personnel experienced in the handling 
of paralysis victims. 


Reassure the Patient 


(continued from page 21) 


scribed to another person. Therefore, 
the first step in reassurance is to help 
the patient feel accepted and under- 
stood, so he will feel free to taik.} 

If the nurse listens with sincere in- 
terest and understanding, without either 
approval or disapproval, and makes 
no demands on the patient to satisfy 
her own needs, the patient will be able 
to explore and express his feelings, thus 
uncovering many facets of his problem. 
The patient experiences true reassurance 
when his indecisive feelings disappear 
and his thinking becomes clearer. He 
can then identify his problem, explore 
possible solutions, and plan for future 
action. 

Talking things over is helpful only 
if new insights are gained. Therefore 
the nurse, through nondirective inter- 
viewing and reflection of what the 
patient has said, offers the patient a 
sounding board against which he can 
reveal feelings and become aware of 
them. The process of recognizing and 
solving a problem occurs within the 
individual: The patient reassures him- 
self as he re-experiences his feelings 
and views them in a new perspective. 
It is in this way that the nurse can 
give significant help. 

When the patient seems to need re- 
assurance, one does not know what he 
is anxious about unless the patient is 
prompted to talk about it. If the nurse 
offers more than minimal verbal re- 
sponse she will obstruct the patient’s 
response and subject him to the possi- 


1Dorothy Gregg, “Reassurance,” The 
American Journal of Nursing, Vol. 55 
(February, 1955), p. 172. 


bility of misinterpretation.? The tempt 
tion is great for the nurse to be ma 
verbal than necessary in reassuring th 
patient. This cuts the patient off ang 
indicates that the nurse is concerneg 
with her own purposes and proble 

to get a job done, to complete a record) 
Verbal reassurance tends to reduc 
spontaneity and should not be offered 
unless it is kept open ended. 

If the patient is so anxious that it is 
not possible for him to attempt to work 
through his problem at the moment, 
it is good for the nurse simply to stay 
with him.’ If he wishes to talk, the 
nurse is there to listen and reflect with 
him. If he does not wish to talk, the 
nurse’s presence prevents him from 
feeling alone. 

There are times when giving informa 
tion is reassuring. If the patient is mis. 
informed or worried about an unlikely 
danger, clearing up the misconception 
can be very reassuring. More often than 
not, however, the patient is not actually 
seeking information, even though he 
may ask for it, and the nurse must use 
good judgment in deciding what his 
real purpose is. Usually if the patient 
introduces factual information, this is an 
indication that he is ready for a factual 
answer. Giving out facts when the 
patient has another purpose may a¢ 
as a blocking measure and prevent 
further exploration of the real concem, 
Also, for the giving of facts to be 
reassuring, the patient must trust the 
person from whom the _ information 
comes. 

In summary, a patient is reassured 
when someone is willing to listen, to 
value and respect him as a person, and 
to accept what he says without con 
demning him for expressing his feelings. 
He is reassured when he is helped to 
use his own skills to work through his 
problems. It is rare for the nurse to 
be able to reassure a patient but 
opportunities are frequent for her to 
help a patient reassure himself. 
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THE BOOK SHELF 


by ANNA V. MATZ, R.N., B.S., M.A., M.P.A. 
Public Health Nursing Consultant, 
New York City Department of Health 








The History of Nursing: An Interpreta- 
tion of the Social and Medical Factors 
Involved, by Richard H. Shryock, 
Ph.D., William H. Welch Professor 
Emeritus of The History of Medicine, 
The Johns Hopkins University; Libra- 
rian of the American Philosophical So- 
ciety. W. B. Saunders Company, Phila- 
delphia and London, 1959. 330 pages. 
Price $5.00. 


Social, political, and economic forces 
have played a prominent part in the 
development of any science, and nurs- 
ing is no exception. Although the au- 
thor is not a nurse, his comprehensive 
discussion of these forces provides 
background for the development of 
nursing. The patterns which have de- 
veloped during the various periods of 
civilization and their consequent ef- 
fects on the evolution of medicine and 
nursing are described in detail. Some 
countries borrowed and developed pat- 
terns from other eras to meet their own 
specific needs. For example, principles 
of sanitation, isolation, and personal 
hygiene from Roman and Greek civiliza- 
tions were frequently revived and in- 
corporated into medical and nursing 
practices at various stages of devel- 
opment. It was not until the middle of 
the nineteenth century that physicians 
began to emphasize cleanliness and 
sanitation of environment as a means 
of controlling disease and morbidity. 

The contents consists of fourteen 
chapters: Chapter I. Primitive Medicine 
and Nursing; Chapter II. Ancient Civi- 
lizations: First Appearance of a Nurs- 
ing Personnel; Chapter III. Greek Cul- 
ture: Anticipations of Modern Medicine; 
Chapter IV. Imperial Rome: Greek 
Medicine, Roman Administration, and 
Christian Idealism; Chapter V. The 
Middle Ages: Medicine and Nursing 
in a Christian World; Chapter VI. 
Renaissance and Reformation: New 
Methods Mould a New Science; 
Chapter VII. Medicine in a Changing 
World: 1500 to 1700; Chapter VIII. 
Impact of Secular Trends on Hospitals 
and Nursing: 1500 to 1700. Chapter 
IX. Science and Society in the 
Eighteenth Century; Chapter X. 
Medicine Gropes for Light: 1700 to 


1800; Chapter XI. The “Dark Age” of 
Hospitals and Nursing; Chapter XII. 
The Social and Scientific Background 
of Modern Nursing: 1800 to 1900; 
Chapter XIII. The Emergence of 
Modern Nursing in the Nineteenth 
Century; Chapter XIV. American Nurs- 
ing After 1870. 

This text is more a history of 
medicine than of nursing. Although it is 
heavily weighted with details that 
contributed to the development of 
nursing as it is today, the tremendous 
progress of nursing in this country since 
World War II is portrayed very 
sketchily. Thus the book lends itself as 
a reference rather than as a basic text 
for schools of nursing. 


Eye, Ear, Nose and Throat Manual For 
Nurses, eighth edition, by Roy H. Par- 
kinson, M.D., F.A.C.S., Formerly Head 
Oculist and Aurist to St. Joseph’s 
Hospital, San Francisco, California. 
The C. V. Mosby Company, St. Louis, 
1959. 82 illustrations, including 2 in 
color. 237 pages. Price $3.85. 


The format of this edition remains 
the same as that of previous years. The 
approach is mainly clinical, and the 
objective is to provide the student nurse 
with basic fundamentals in this spe- 
cialty. Therapy is integrated within the 
discussion of the disease or condition. 
Discussion of nursing functions is 
limited and confined largely to opera- 
ting room technique. 

The contents is divided into three 
sections: Part 1 consists of eight chap- 
ters, seven of which are devoted to 
“Anatomy, Physiology, and Diseases” 
and one to “Points in Care and Treat- 
ment of Eve, Ear, Nose and Throat 
Conditions.” Part 2, Operating Room 
Technique, consists of three chapters 
on preparation of patients for opera- 
tions and types of instruments and 
supplies needed, with illustrations. Part 
3, Public Health, describes the philos- 
ophy and management of the various 
conditions which the public health 
nurse encounters primarily in school, 
but does not include her functions in 
this very important area. Present-day 
thinking on enlarged or diseased tonsils 


is well represented. The author states 
that “one of the main functions of the 
public health nurse in relation to eye 
conditions is her role as an educator.” 
This statement is true, but needs to be 
elaborated. The public health nurse 
spends a great deal of time conferring 
with parents in regard to eye condi- 
tions, in referral of children to private 
physicians and other community re- 
sources, seeking aid for children with 
poor vision, observing lighting and 
seating arrangements in the classroom, 
discussing safety and screening pro- 
cedures with teachers, and teaching 
students the use and proper care of 
glasses. All these activities are frequent- 
ly very involved and require consider- 
able knowledge and skill. 


Introduction to Medical Science, fourth 
edition, by Gulli Lindh Muller, M.D., 
Formerly Pathologist and Director of 
Clinical Laboratory of the New 
England Hospital, Boston; Assistant 
Research Physician, Thorndike Memo- 
rial Laboratory of the Boston City Hos- 
pital; and Dorothy E. Dawes, R.N., 
M.A., Science Instructor, Schools of 


Nursing, Greater Boston; Formerly 
Educational Director and _ Assistant 


Principal, the School of Nursing of the 
New England Hospital, Boston. W. B. 
Saunders Company, Philadelphia and 
London, 1958. 606 pages. Illustrated. 
Price $5.50. 


In this revision the emphasis has 
been placed on the biochemical and 
physiologic concepts of disease. In keep- 
ing with present trends the authors 
give greater stress to acquired congenital 
diseases, geriatrics, and chronic dis- 
eases. Parasitic infections are discussed 
briefly, since their incidence is rising in 
many sections of the country as con- 
trasted with that of other infectious 
diseases, which has declined. Nursing 
care is considered generally in a chapter 
on “General Treatment of Disease.” 

The contents consists of two parts: 
Part One—Causes, Diagnosis and Treat- 
ment of Disease. Beginning with a 
brief history of medicine and definition 
of terms, prefixes, and suffixes, the 
authors devote 21 chapters to changes 





in the body which result from malfunc- 
tion and how diagnoses are made. In- 
cluded are chapters on special tests, 
examination of blood and other body 
fluids, collection and handling of 
specimens, new drugs, and a chapter 
on volume and electrolyte balance of 
body fluids. 

Part II is on Community Health. 
There are six chapters on this topic. 
Most of the discussion centers on struc- 
ture, organization, and functions of 
community agencies. Since preventive 
medicine has a specific role in com- 
munity health, its relationship with 
Causes, Diagnosis and Treatment of 
Disease in the community might have 
been more in keeping with the first sec- 
tion of the book. Each chapter has 
topics listed for review and discussion. 
There is a bibliography at the end of 
each part. 

As the title implies, this text is for 
a beginning course in medicine for 
students in basic nursing. 


Maternity Center... 


(continued from page 16) 


other nurses. One grateful patient 
appeared at the center five years later 
with a check for $500. The woman 
had inherited some money from a 
relative and was eager to share it with 
the association. 

A monthly digest, Briefs, is distrib- 
uted by the center to nurses through- 
out the world. Its purpose is to keep 
them informed of progress and re- 
search in the field of maternity care. 
Another significant aim of the associa- 
tion is to educate young people on 
this subject. At the New York World’s 
Fair in 1939-40, its exhibit of life-sized 
sculptures of a baby from conception 
to birth were seen by over a million 
visitors. The association has _ also 
donated the first permanent exhibit on 
human reproduction to the Museum of 
Natural History in New York City. In 
1954, on the “Home” show of the 
National Broadcasting Company, it 
presented the first nationwide series of 
TV programs on childbearing. This fall 
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Capitals or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preceding 
publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y. 











NURSES: Supervisors and Team Leaders. Ac- 
credited 200-bed general hospital in suburbs of 
Washington, D. C. 40-hour week; merit in- 
creases; retirement plan. Accept graduates prior 
to registration. Nearby universities for con- 
tinued education. Director of Nursing, Suburban 
Hospital, Bethesda 14, Md. 





WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 





Graduate Staff and Head Nurse positions. Op- 
portunity for extended orientation to Pyschiatric 
Nursing practice at beginning salary. In-service 
training in supervision offers advancement. Ex- 
cellent personnel policies. Salaries $295 to $384 
and $342 to $444 monthly. Complete room and 
board available approximately $35 month. For 
details write: Director of Nursing, N. J. State 
Hospital, Greystone Park, N. J. (35 miles west 
of N.Y.C.) 





OBSTETRICAL SUPERVISOR for 575-bed hos- 
pital. Presently the Obstetrical Department has 
53 beds. An entirely new Obstetrical unit is 
being placed in the new building, with all the 


latest improvements, including an obstetrical re 
covery room. 

No student teaching responsibilities. Full time 
Clinical Instructor in the Department. Schoo] 
has 300 students and has Full Accreditation by 
the National League for Nursing. 

Starting salary $3840. Hospital has liberal 
personnel policies. Four weeks vacation, Social 
Security and Hospital Retirement plan. Attrac 
tive living accommodations available. Each room 
has its own private bath and shower. 

City has many cultural advantages. Hospital 
in a beautiful 40-acre park. 

Qualifications—B.S. Degree, past experience 
and preparation in Obstetrical Nursing. 

Apply to: Director of Nurses, Reading Hospi- 
tal, Reading, Pa. 





GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, wel] 
equipped. $325 per month starting salary plug 
meals, laundry of uniforms, vacation, sick leave, 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 





BARNES HOSPITAL: Offers an 18-month sup. 
plementary course in anesthesia to registered 
graduate nurses. Theoretical requirements of 
the American Association of Nurses Anesthetists 
met. Helen Vos, R.N., B.S., Educational Diree 
tor. Clinical training includes all techniques and 
procedures. Stipend provided. For further in. 
formation write Mrs. Dean Hayden, Director, 
—o of Anesthesia, Barnes Hospital, St. Louis 
10, Mo. 





NURSES: General duty, 236 bed hospital, 3 
miles from N Apartment-style residence, 
Good salaries, free benefits, pension plan. Mod 
ern hospital. Write Director of Nursing, Morris- 
town Memorial Hospital, Morristown, New 
Jersey. 





NURSING SCHOOL EXAMINER. Immediate 
employment in professional nursing work which 
involves examining and counseling Kansag 
schools of nursing. Applicants should have @ 
Master’s degree in nursing education and five 
years of experience in the field of nursing educa. 
tion. Must be eligible for registration in Kansas, 
Contact Miss Eula M. Benton, Executive Aé 
ministrator, Kansas State Board of Nurse Regie 
tration and Nursing Education, 11th Floor, 
State Office Building, Topeka, Kansas. 





an unusual motion picture on human 
reproduction, costing $65,000, will be 
released by the center. 

Many eminent men and women have 


served the association through the 
years. One of its great leaders, Dr. 
George W. Kosmak, was chairman of 
the medical board for 22 years until 
his death in 1954. World-renowned 
for his work in obstetrics, Dr. Kosmak 
was editor of the American Journal of 
Obstetrics and Gynecology. The present 
chairman is Dr. R. Gordon Douglas, 
gynecologist-in-chief at New York 
Hospital and professor of obstetrics and 
gynecology at Cornell Medical College. 

Despite her busy schedule, Miss 
Corbin finds time to pursue many 


hobbies in her leisure hours. Her spe 
cial interests are gardening, theater 
going, and discussing world affairs. An 
interest in people, however, is par 
amount. Her great compassion extends 
to the unwed, expectant mothers who 
sometimes come to the center and ask 
her for guidance. 

Hazel Corbin’s contribution to the 
nursing profession as well as her per 
sonal philosophy of life can best be 
judged by the opening words of her 
address at the 40 Annual Meeting of 
the Maternity Center Association in 
1958: “It was once said that work is 
love made visible. Perhaps that sums 
up the work of the Maternity Center 
over the past 40 years... .” 





Advances and Trends... 


(continued from page 18) 


ing one to those who see it from the viewpoint of those who 


feel handicapped because of it. 
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